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Presidential Address 


CLAUDE WORRELL MUNGER, M.D., New York City 


ican Hospital Association, Ladies and Gen- 
tlemen: I have promised myself through- 
out the year that this address would be brief, 
that it would avoid the speaker’s usual weighty 
style, that it would propound few lessons, moral 


[icant GUESTS, Members of the Amer- 


‘or otherwise. One feels sure that, well-fed as 
you are at the present moment, and most gra- 
ciously and thoroughly welcomed as you have 
been this evening, you will hold brevity a laud- 
able aim. 


If personal reminiscence may be pardoned, I 
should like to observe that-your presidency, while 
it carries honor which I value more highly than 
any other which one may attain in hospital ad- 
ministration, has demanded more in time, energy, 
and intelligence than I have had to give. No man 
can properly fulfill his regular duties as a hospital 
head and do full justice to the presidency. By 
way of setting up a defense against potential mis- 
Siles directed at my own administration, I will 
Say that I have done my level best, but have been 
especially handicapped in having accepted a new 
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position in the middle of my term of office. The 
praiseworthy manner in which Executive Secre- 
tary Caldwell and his staff have covered my de- 
ficiencies is convincing argument for the impor- 
tance of a strong full-time organization at Head- 
quarters. 


To toot the horn just a little through the loud 
end, I will summarize briefly, what I have done, 
although Bob Jolly’s record for talking and Nate 
Faxon’s for mileage, will still stand. 


Meetings were covered during the year in Phil- 
adelphia, Atlanta, Hartford, Chicago, Los Angeles, 
Hollywood, Boston, Atlantic City (3 times), In- 
dianapolis, Bridgeport, New York City, Torring- 
ton, Buck Hill Falls, Pa., and Paris, France. Not 
counting vacation days in Europe, I was absent 
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from my office for seventy days and traveled about 
twenty-two thousand miles. I apologize abjectly 
that I failed to keep two of the appointments made 
for me, one in Colorado Springs and one in Chi- 
cago. However, I have tried hard to represent 
you and the cause of good hospitalization, effi- 
ciently. 


Shamefacedly, I stand before you, neither ema- 
ciated nor worn out. This may be explained by 
my attempt to do you full honor at each succeed- 
ing festive board. In Paris, indeed, I was hard 
put to it to represent you effectively at daily 
afternoon teas, where I found to my surprise that 
a noted hospital benefactress, the Minister of 
Health, the American Hospital of Paris, and the 
Fondation Marechal Foch, all kept their tea in 
gold-crested receptacles immersed in buckets of 
ice! 


In Rome I emulated the Romans for you, in 
spite of a bad siege of prickly heat. The long 
last-mile to Vesuvius’ crater was negotiated on 
foot with assistance neither before nor behind, all 
to maintain your prestige, which is more than can 
be said of certain less-conscientious international 
delegates. 


When our California friends booked your presi- 
dent to act as curtain-raiser for a prevue of the 
motion picture, “Internes Can’t Take Money,” he 
responded as a conscientious president should, al- 
though he did share Dr. MacEachern’s disappoint- 
ment that the beautiful nurse was not produced, 
in the flesh, as had been tentatively promised. 


The foregoing account of stewardship will show 
you, it is hoped, that the presidency is a hard, 
hard job, but that it has its compensations to 
one of receptive attitude. 


During the four days to come, you will have am- 
ple chance to hear, from your committees and sec- 
tions, a detailed account of the great work of this 
Association. It is neither fitting nor fair that the 
president should attempt to anticipate the impor- 
tant messages which will be brought to you, nor 
to recount as his own accomplishment activities 
which are so clearly the product of the labor of 
co-workers. Frivolous mention of the Interna- 
tional Congress in Paris has been deliberate, leav- 
‘ ing that field open to the Chairman on Interna- 
tional Relations, who was present and who repre- 
sented you with vigor. Although titular head of 
the Joint Legislative Committee I want you to 
hear of those helpful activities from its secretary, 
A. E. Hardgrove, the man who has borne the 
brunt of the work. Michael Davis is the one man 
to tell you of the achievements of your Council, 
and Rufus Rorem of those of the Committee on 
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Hospital Service. You have already heard from 
Dr. Bachmeyer of the monumental work of ‘he 
Committee on Constitution and Rules in conjunc- 
tion with J. R. Mannix’s Committee on Member- 
ship Structure. 


The week’s program, as it emerges in the suc- 
ceeding sessions, will please you, I am sure, 
While I have worked hard over it, it represents 
in the main the efforts of section chairmen, the 
wonderfully cooperative New Jersey Local Com- 
mittee, and of the Executive Secretary, Dr. Cald- 
well. 


The American Hospital Association of today is 
a far cry from the comparatively small and less 
effective organization which I first joined about 
twenty years ago. In service to the field, in 
budget, in general usefulness, it has progressed 
beyond our most sanguine hopes. Every loyal 
member has had a hand in this development. I, 
for one, count as precious the opportunities I have 
had through the years to lend my efforts in the 


‘Association to the betterment of hospitalization 


on this continent. I believe you will hold with 
me, that work. in individual communities and in 
association activities with continent-wide implica- 
tions, soon becomes something véry near to a 
religion. The hospital administrator who looks 
upon his work as a mere job rather than a call- 
ing for human service is missing his logical ob- 
jective and belongs, probably, in some other field. 


Our hospitals, with few exceptions, have under- 
gone severe trials in the recent past. We have 
been rapidly emerging from our difficulties for 
more than a year. It is true that private philan- 
thropy to hospitals is not what it once was. How- 
ever, even there I look for steady improvement. 
The hospital worker who knew the “twenties” and 
is now experiencing the “thirties,” cannot fail to 
appreciate the growing social consciousness of the 
public and of the local and national governments 
which respond to the will of that public. This 
augurs for naught but progress in the hospital- 
ization of the sick and afflicted. Although we may 
argue and even disagree as to just how this public 
appreciation of social and health problems should 
be applied to our field, I am optimistic about the 
support which the future will give to our field of 
work. 


In closing, let me thank every one of you for 
your confidence in me and for the splendid sup- 
port you are giving to the Association. 


Although my desire to “appear in public” seems 
completely assuaged and my wanderlust effec- 
tively cured, I shall always look upon the past 
year’s experience as a very high point in my pro- 
fessional life. 
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Paradoxes 
DR. FRANK KINGDON, President, University of Newark 


E GET into a good deal of difficulty in 
W adjustment of institutions to society 

and in the adjustment of individual peo- 
ple to institutions. We. wonder just why these 
problems arise. I think they arise from the very 
nature of the human creature himself. The last 
book that Gilbert Chesterton wrote was called 
“The Paradoxes of Mr. Pond.” When I laid the 
book down I could not remember any of the para- 
doxes of Mr. Pond, but I was impressed with 
the fact that Mr. Pond is himself a paradox; that 
is, the human animal himself carries on the con- 
tradicatory drives that are expressing themselves 
in his experience, working to polarize his own ac- 
tivities and sometimes seeming to create a conflict 
in his experience. Everyone of us has a terrific 
ego drive, the desire for the survival of the in- 
dividual person as an individual entity. Our own 
sense of our individuality is tremendous in each 
one of us. At the same time there is in every one 
of us a social instinct, a realization—not so much 
a realization as an innate linking of our lives with 
the lives that are about us. You cannot define 
any individual except as a focus or a set of rela- 
tionships. Any personality has to be defined not 
only in terms of his own unique characteristics, 
but in terms, also, of the relationships that move 
in upon the personality and make it what it is. 


All of us, for example, are as we are be- 
cause we are living in the kind of civilization 
in which we are living. We are speaking English, 
we are able to exchange ideas, there are certain 
accepted concepts of life and conduct because we 
are a part of the society in which we find our- 
selves. That dual character of every experience 
works itself out so as to clarify experience at 
certain points, but also so as to create great 
paradoxes at certain points, and I think those 
paradoxes have been somewhat emphasized in 
these recent days. If anybody should say or ask 
you, “What is the most important thing that has 
happened in the world since the turn of the cen- 
tury,” I should say without any hesitation that 
the most important thing that has happened has 
been the tapping of new sources of power, be- 
cause, after all, the ‘power that is available to peo- 
ple sets the scope and comprehensiveness of their 
organized life. 


While men had to work with man power, natu- 
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rally every man’s life was circumscribed. He 
could only cultivate fields of a certain size. 
Next he tamed the wild horse and could build a 
longer road, cultivate a larger field, and enlarge 
the boundaries of his life. When he learned how 
to use the power of water he was able to make 
still more complex the activities in which he in- 
dulged, and then about the middle of the eight- 
eenth century he put water and fire together and 
made steam; he inaugurated the industrial revolu- 
tion, an entirely new phase of the world’s life 
opened. In our own century we have begun to 
develop a new kind of power. A good many of 
the extra complexities of our lives grow out of 
the effect that this power has upon us in that it 
has made the means of communication between 
men so much easier. The environment of each 
one of us has been enlarged and made more com- 
prehensive than any civilization has ever been. 
The effect of that has been on one side to make 
us very much more powerful as individuals. 
Many of us, for example, ducked into a car today 
and drove to Atlantic City. Just think of the 
enormous power that was under our control as 
individuals when we were driving this team of 25 
horses. With that new power we can do more 
things. We have more facilities. Our individual- 
ity can express itself in more ways because these 
extra instruments have been given to us. Yet 
on the other side the complexity of our own lives 
has operated so as to multiply our social limita- 
tions, so that the discovery of power and the 
working out of that power in our own experience 
is creating a paradox. At the same time we in- 
dividuals are subject to more social pressures, to 
more of the impulses that move in the social group, 
than we have ever been. The social pressures and 
the complexity of social forces moving in upon us 
are greater than they have ever been. I suppose 
that you can solve that paradox by realizing that, 
after all, the individual as an individual fulfills 
his own individual life as he makes himself an 
effective and working part of society, but funda- 
mentally there is no real contradiction between 
the individualism of the individual and the social 
urge of the individual, for individuality itself can- 
not be fulfilled except through social activities. 
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Individualism and Social Control 


There are many people who seem to be tak- 
ing in our current discussions the attitude that 
there is a conflict between individualism as the 
right of the individual to live his own life, and 
social control as the expression of social impera- 
tives in the experience of the individual, I 
do not think any such contradiction really exists. 
Let me give you an illustration, which comes out 
of the Supreme Court of the United States. Jus- 
tice Oliver Wendell Holmes was the son of an old 
Boston family. He went to Harvard. He might 
have been just a Harvard man, but a kind Provi- 
dence saved him from that. He came out of Har- 
vard when the war between the states was going 
on and he enlisted at once in the Northern Army. 
He was wounded three times. He came out of 
the war and went back to Harvard and identified 
himself with an institution, with a social group. 
He was taken from Harvard and put on the Su- 
preme Court of Massachusetts, where he again 
was identifying himself with a social group. 
Teddy Roosevelt put him on the U. S. Supreme 
Court, where he stayed until he was ninety years 
of age, retired on his ninetieth birthday, so from 
the beginning of his career until he was ninety he 
was identifying himself with his group. He was 
accepting the social responsibilities of a member 
of the group. He lived 3 years after he was retired 
from the Bench and when his will was read it was 
discovered he had divided his property in half, 
giving half to his friends and relatives and leav- 
ing the other half to the Treasury of the United 
States, as though he were saying that even in 
death he recognized he belonged not merely to 
himself but to the group, the United States, of 
which we are a part. I use that illustration to 
make this point, that if it were true that there 
were conflict between individuals, and the idea 
that the highest achievement of any individual ex- 
perience is social responsibility, then he should 
have been a very colorless and uninteresting in- 
dividual. As a matter of fact, he was one of the 
most interesting and witty individuals of his 
civilization. 


The people you know who are the most inter- 
esting people are not those who are withdrawn 
into some ivory tower, but are people who have 
plunged into the stream of life and borne their 
burdens, and they are richer and finer individuals 
with a curious kind of great wisdom upon them 
because they have accepted the social implica- 
tions of their own experience. So that the para- 
dox of this seeming division in human experience 
between the drive of the individual ego and the 
drive of the social impulses can be synchronized 
in the individual through his own social service. 
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I have spoken about that because I think the 
parallel carries over into the work of the hospi- 
tal. When you are dealing with medicine or any 
of our specialized skills there is a greater and 
greater tendency toward specialization within 
that field. You know when Francis Bacon was 
alive he knew everything there was to know. If 


’ you brought Francis Bacon into the room people 


would say he knew everything there was to know. 
As knowledge increases in quality, specialization 
becomes narrower and narrower. You get the 
tendency toward narrowing down to a specific 
point, a specific single interest. Yet, while there 
has to be that tendency toward specialization 
there has to be at the same time a wider recogni- 
tion of the total community need. You cannot 
think about medicine, you cannot think about any 
of the specialized professional skills without real- 
izing that a genuine definition of any of these 
professions implies a taking into account of every- 
thing that is involved in society. _You cannot de- 
fine a lawyer in terms of law books. You have to 
define him in terms of the meaning of the law and 
the kind of society in which we are now living. 
You have to define law in terms of the impact of 
the profession upon the total social experience of 
the whole group. Here again you have a kind of 
conflict between the necessary tendency toward 
narrow specialization and the equally necessary 
tendency toward comprehensive understanding of 
the total meaning of the whole profession to the 
whole society in the midst of which it operates. 
The application of that viewpoint so far as medi- 
cal work is concerned is found in the hospital. 
The hospital is the point where the specialized 
skills of many men are so organized that they are 
brought together in the interest of the whole com- 
munity. The hospital is not in itself a special- 
ized institution. It is a program that is taking 
the specialized skills of individuals and is so 
organizing them that their specialized skills are 
combined into a comprehensive service that is 
wide enough to meet the needs of the whole com- 
munity. 


The Hospital in the Complex Metropolitan 
Community 


I think in our current society that is what the 
hospital means. You cannot define “hospital” in 
the complex metropolitan community with which 
most of us are familiar in terms of the old kind 
of hospital. It is a very much more complicated 
social instrument. It is not a clearing house. It 
is vastly more than that, and, is itself a tool. It 
is a tool that is used by all those who have spe- 
cialized skills to meet all.those who stand in need 
of those specialized skills, and the hospital per- 
forms an enormously important social function 
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because it is the place where this paradox of spe- 
cialization on the one hand and the wider com- 
munity need on the other, is synthesized. It is 
the place where that paradox is solved in an actual 
working experience. There are paradoxes within 
the hospital itself. There is, for example, the dif- 
ficulty of reconciling the institution and the in- 
dividual. That is a program that all of us have 
to face whenever there is a setting up of a pro- 
fessional life; you immediately feel the pull of 
loyalty to the profession or professional stand- 
ards, and to the particular institution of which 
you are a part, and yet at the same time the need 
to be an individual, and the person who is serv- 
ing a hospital finds himself thinking in terms of 
the institution in which he works and yet feeling 
the pull toward the individual and it is not an easy 
paradox to solve; in fact, I do not think there is 
any: formula for solving it. I do not think any- 
body can say to any hospital group, “Now, you 
have to decide whether you are going to be an 
institutionally-conscious organization or whether 
you are going to be an individually-conscious or- 
ganization.” The only way that can be accom- 
plished is by the creation of an attitude that 
makes it possible for the institution to be so per- 
meated with this spirit, as to build the kind of 
tradition that makes the individual very definitely 
a servant of the institution. Obviously the medi- 
cal service is not worth much if the patient is the 
last consideration. Sometimes I get tired of talk- 
ing about professional standards. I am all for 
the raising of professional standards. If you 
will raise professional standards it is not in order 
that you may make the profession itself some- 
thing that is harder to define, or something that 
is more closely organized. You are raising pro- 
fessional standards in order that the profession 
may serve better the group that it is set to serve. 


Professional Standards 


We are going through a debate in this country 
in the educational field on that direct issue. On 
the one hand you have a man like President 
Hutchins of Chicago, who is always explaining 
what we have to do to recover the old disciplines 
of scholarship. Something has happened to the 
institutions of higher learning so we have lost the 
old disciplines. I know the nostalgia that works 
In his mind when he talks that way. There is 
something that has changed in the intellectual 
atmosphere. I know that there is a sort of home- 
sickness for that old scholarly idea, but I would 
absolutely and totally disagree with President 
Hutchins on his main thesis. I do not believe that 
an educational institution exists to maintain im- 
personal scholarly disciplines. I believe that the 
scholarly disciplines exist in order that they may 
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themselves serve the larger disciplines of life. I 
believe that the measure of an educational institu- 
tion is the way in which it prepares the people 
whom it touches for the actual kind of life into 
which they have to go. I am using that as an 
illustration to get back to the hospital and say 
there is a tendency in every profession to talk 
about the professional standards in an impersonal 
way, as though professional standards were good 
in themselves. They are not. They are a means. 
They are instruments, and the end they are to 
serve are the human ends. If you are going to 
solve this difficulty of institutional excellence and 
yet of individual human understanding, it can 
come only because the whole institution is flexible, 
is understanding, has created an attitude within 
itself so that there is no real conflict between the 
institution and the individual patient to be served. 


Then there is another paradox, which is a very 
particular one. That is the paradox that is created 
by the demand on the one hand for economy and 
the demand on the other hand for service. Ob- 
viously we have to have economy. You are not 
going to succeed in running a hospital or any- 
thing else if you keep running outside your 
budget. In the end you are going to destroy the 
usefulness of the institution itself, if you are pil- 
ing up indebtedness. You cannot go beyond the 
resources that the community puts at your com- 
mand, and I say that with a good deal of emphasis 
because as president of the Welfare Federation of 
Newark I have to watch the budget of these or- 
ganizations. You cannot run an institution like 
that. We have to do this work within a frame- 
work of finances and have to accept these limita- 
tions. At the same time we have to magnify 
service. There is a demand for better services in 
the work we are doing. There is a demand for 
new kinds of work. There is a demand, which is 
a strong, difficult one. There is no answer. There 
is no possible way to lay down a formula. Again 
it is a matter of a Board of Trustees and of the 
administration and the medical staff who have 
confidence enough in the Board so they can sit 
down and talk things over and arrive at the maxi- 
mum service that is possible within the frame- 
work of the financial structure on the basis of 
which they have to move. 


Shared Thinking Is the Wisest Kind of Thinking 


Often, in the administration of a hospital, the 
administration of a university or any kind of an 
institution, we get into controversy between the 
so-called lay board and the professional worker. 
Let me just suggest to you that. the answer to 
that difficulty lies in the fact that every group 
within the organization has a valid.and genuine 
comment to make on the organization, but no- 
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body has the final word and no single group has as 
much wisdom concerning the total institution as 
all the groups pooling their ideas have. Your 
doctor has a very definite point of view concern- 
ing hospitalization. The point is that his com- 
ment is a valid one from his point of view. He 
sees certain aspects of the hospital work and his 
description and suggestion is valid from his point 
of view. The trustee has a different point of view. 
He comes with a little different comment, yet his 
comment is absolutely valid from his point of 
view. The administration has a different kind of 
comment, but it is absolutely valid from the stand- 
point of the administration. The nurse may have 
a different point of view. Are you going to say 


you have to take either the judgment of the staff, - 


or the judgment of the administration or the 
judgment of the trustees, or the judgment of the 
nurses? Not at all. If an institution is properly 


organized, vitally organized, if all the parts are. 


working in with the other parts, then you get to- 
gether and you discover that you are not as far 
apart as you thought you were. 
any individual man is as wise as two men who 
sit down and talk a problem through. Shared 
thinking is the wisest kind of thinking there is. 
There is no answer except the creation of such a 
sharing process that the maximum service pos- 
sible within the limitations that are necessarily 


put upon you can be rendered, and after all that 
is a limitation that we really do have to accept. 


Acceptance of Social Responsibility 


Sometimes there is a conflict between the in- 
stitution and society at large. Just as an individ- 
ual may sometimes think that his interest runs 
counter to the institution, so an institution, within 
the total balance of society sometimes feels that 
its interests are contrary to those of the whole 
society and you get an institutional opposition to 
certain social trends, or you get an institution 
feeling that it is threatened by certain social 
trends. There is only one answer to that situa- 
tion and that is to plunge more thoroughly into 
the acceptance of social responsibility. You know 
I have been watching this business of democracy, 
as it has been worked out in our country and I 
think that democracy faces two grave dangers for 
the United States at the present moment. One 
is the danger of vulgarity, the attitude that seems 
to be abroad in our country that makes a man say 
“T’m as good as he is” instead of saying “he is as 
good asIam.” That is a vulgarity that has taken 
the fineness of appreciation, the sense of rever- 
ence, if you like, or the sense of recognition out 
of certain great public services; it has cheapened 
our whole life, it has reduced our discussions of 
public affairs to a low level. It has lost the essen- 


18 


I do not think’ 


tial understanding of the dignity of human life, 


Again commenting on the debate betweer the 
President and the Supreme Court, I do not know 
any more definite sign of what I call vulgarity 
than the book which was published concerning the 
Supreme Court called “The Nine Old Men.” That 
is what I mean by vulgarity. It is a discussion of 
men without the elemental discussion of their dig. 
nity as man. I do not object to anybody saying 
anything about the Supreme Court, but let it be 
said in a way that conserves the essential re. 
ticences that belong to the decencies of human 
life. Such a book adds nothing to the under. 
standing of the underlying social problem and it 
cheapens every American institution and every 
American citizen who lives in those institutions 
when we get down to that level of discussion of 
public affairs. 


The other danger facing democracy is the lack 
of responsibility; the refusal of the individual to 
take social responsibilities, to accept the respon- 
sibilities of being a member of society. I some- 
times think that in a democracy you develop the 
game of passing the buck to the leader. It is 
never your job. It is always somebody else’s job. 
You don’t rise up to say “this thing is wrong and 
I am going to take a stand against it.”” You say 
no, that is the job for the commissioner in charge 
of this or for the commissioner in charge of that, 
and you try to unload your whole public responsi- 
bility on the public, elected officials, and then 
when it comes time to elect them you do not take 
any particular part in the activity of electing 
them. We cannot run a democracy on that basis. 
We cannot have a fine, strong society on that 
basis. There are sharp differences of opinion in 
America at the moment about the social needs of 
this whole society of which we are a part. What 
does that mean? That means there is at least a 
touch of health in the situation. Now, if our peo- 
ple understand the fundamental issues that are 
at stake in our present society, our country will 
be ringing from end to end with great social dis- 
cussions. The more violent that discussion is, if 
it only holds itself in a dignified level, the better 
for the country. It is again out of the sharing 
of minds that the ultimate wisdom will come. But, 
we must take responsibility, and that includes all 
the professional groups. You can say, “I am 4 
medical practitioner and my job is to take care 
of the bodies of the people and after I have done 
that I have done all that society can expect of 
me.” All right, if that is your attitude, go to it, 
but keep your mouth shut on public affairs. You 
have forfeited your right to talk. If you find 
social trends moving against you, that is your 
fault, because you have not participated in the 
forming of public opinion. 
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The whole success of this thing that we call 
democracy comes back ultimately to the willing- 
ness of individual citizens to carry their social 
load. That does not always mean running for 
office or it does not mean interfering in political 
affairs at all. It means our carrying that part 
of the community burden that we can carry, 
whatever that part may happen to be. 
the hospitals, because they represent a special 
kind of skill and special service, have in them the 
kind of people that a democracy needs as active 
participants in political and non-political social 
activities. I believe in the healing of the hurts 
of men and I believe that we can build a world 
that will be a world of healing instead of a world 
of hurt. I believe if we can be intelligent enough 
about these human affairs we can learn to live 
together successfully, that some of the great 
major bruises that lie upon the human heart now 
can be prevented in the future. I do not believe 
that our society is so unintelligent that we have 
got to continue to let little children be born in 
conditions that stunt their lives before they have 


I believe ~ 


a chance even to stand upon their own feet. I do 
not believe we need to continue in a society where 
men have to shake in fear and women have to hold 
fellowship with their tears. I believe we can 
build a society where men can work and not be 
afraid, where women can have the satisfaction 
of living and be free from at least part of the 
burden of the tears that the centuries have given 
them, where little children can walk and not have 
their little feet saddened by the streets on which 
they walk. I believe we can build that kind of 
society. Call it idealistic or Utopian or call it 
what you like, but I will run my head against that 
wall until my voice stops talking because I believe 
that the intelligence of man, backed by the right 
kind of social spirit, will solve the great problem 
of building a world that is fit for the greatness 
of the human spirit, but we are not going to 
build that kind of a world as a part time job. 
We will build it because we do our own work 
well and carry along with our own work that re- 
sponsibility that rests upon us as one of the citi- 
zens of the democracy. . 
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BUSINESS WEEK, in reviewing the Atlantic 
City Convention in an article in its issue of Sep- 
tember 18 on “Hospital Buyers,” says: 

“Under their cool professional exteriors, mem- 
bers of the American Hospital Association found 
plenty of reasons for excitement at their thirty- 
ninth annual convention at Atlantic City this 
week. So did outsiders. The business significance 


of the event lay not so much in the 4,000 in at- 


tendance or in the full program of professional 
meetings, but in the demonstrated size of the hos- 
pital market and in the broad trends revealed in 
the convention hall exhibits of 167 firms who are 
going after that market. 

“Most striking feature of the Atlantic City ex- 
position to the layman was the scope and variety 
of exhibits—until he took time to remember that 
hospitals must be lighted and heated and air- 
conditioned, that beds and uniforms must be 
changed far more frequently than in homes, with 
consequent heavy laundry requirements, that op- 
erating room equipment is vast and costly, that 
medicaments must be on hand in pounds and gal- 
lons rather than in grains and grams and fluid 
ounces, that staff members and patients do not 
desert the grand old habit of eating when they 
enter hospitals. 

“Next most striking was the absence as ex- 
hibitors of firms in certain lines which could con- 
ceivably be expected to be redhot after hospital 
profit potentialities. Two swings through all the 
exhibits failed to reveal a manufacturer of air 
conditioning apparatus other than tent outfits de- 
signed to cover the upper portions of patients’ 
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bodies as they lie in their beds. There were several 
exhibits of cooking ranges, instrument sterilizers 
and laundry equipment requiring the application 
of heat somewhere along the line, but there were 
no purveyors of coals and oils, no public utility 
suppliers of gas and electricity, no exhibits of boil- 
ers and hot water heaters and conveying equip- 
ment for fueling them. 


Getting Into Color 


“The trend in hospitalization is to get away 
from hospital atmosphere, to give patients such 
homelike, wholesome surroundings that ‘hospital 
dread’ will be banished and healing processes ex- 
pedited. The selfish interest of hospital manage- 
ments in expediting healing processes lies in the 
fact that a huge proportion of patients are low-pay 
and outright charity cases. 


“White iron beds, white enameled walls, white 
hospital utensils have been on their way out for 
a long time, but it comes as something of a shock 
to find several interior decorators exhibiting their 
colorful wares and designs and to discover 
that practically all bed and bedroom furniture 
makers are showing wood in natural finishes. Even 
the metal bed and furniture makers at the exposi- 
tion went in strongly for wood simulation in their 
finishes. Stainless steel was everywhere, in elabo- 
rate surgical equipment, in bedpans, in pitchers, in 
scalpels, in tiny hypodermic needles. Only one 
adult-size “iron lung” for polio patients was on 
exhibition, current demand having caused the 
withdrawal of the exhibit of at least one manufac- 
turer of this highly-publicized equipment.” 





The Hospital as a Public Health Agency 


S. S. GOLDWATER, M.D., New York City 


of a great city is made up of four groups: 

the healthy, physically sound and blessed 
with a sense of well-being; the near-well, restless, 
peevish, with slightly impaired functions; the 
chronic sick and infirm, suffering from illnesses 
of long standing and with one or more functions 
considerably impaired; and the acutely sick and 
injured, temporarily helpless and incapacitated, 
and perhaps in grave danger. 


i S SEEN by medical eyes, the population 


It is the function of public health administra- 
tion to keep people well, to combat invalidism, and 
thus to reduce to a minimum the need of clinical 
treatment in the hospital and in the home. The 
primary task of the hospital, however, is to cure 
illness, or at least to relieve the suffering caused 
by illness. 


In New York more than one-tenth of the city’s 
population of seven million people are admitted 
to hospitals as bed patients every year; in a 
dozen years, hospital admissions are equal in 
number to the city’s entire population. But the 
treatment of bed patients is only a fraction of 
the hospital’s task, for in New York City alone, 
more than 7,000,000 treatments are given each 
year in dispensaries, public or semi-public, which 
are accessible to the poor. 


Hospital Treatment Reacts on the Health Level of 
the Population 


The great mass of medical treatment in hos- 
pitals and dispensaries obviously plays a major 
part in determining the health level of the popula- 
tion and its industrial and social efficiency, and 
hospitals could justly claim recognition as public 
health agencies if they had nothing beneficial to 
report beyond the treatment given to in-patients 
and out-patients and the immediate effects of 
such treatment in the saving of life and the resto- 
ration of bodily function; but the fact is that 
hospitals contribute enormously to the prevention 
as well as to the cure of disease. 


There are five principal ways in which hospitals 
contribute to the prevention of disease: 


In the case of contagious diseases, isolation is a 
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routine part of hospital treatment and the spread 
of dangerous diseases is thus avoided. 


The causes of repeated illnesses are often re- 
moved by medical or surgical treatment. 


In connection with their treatment, patients are 
taught the nature and meaning of wholesome 
habits and conditions of living; and if they follow 
the directions given them, health is preserved and 
illness prevented. 


Medical students are taught to practice medi- 
cine intelligently and effectively, and prize their 
hospital internships above every other phase of 
their apprenticeship. 


Organized efforts are ceaselessly made by clin- 
icians to advance both preventive and curative 
medicine. 


The early diagnosis and prompt isolation of 
those who are attacked by contagious disease is 
admittedly a public health function. Until 1929, 
contagious disease hospitals in New York City, 
now under the Department of Hospitals, were 
administered by the Department of Health. Many 
of the patients who are admitted to contagious 
disease hospitals are first seen in private medical 
practice, but often the first diagnosis of contagion 
is made when. a patient turns up at a general 
hospital without knowing that he is a_ public 
menace. New York City has at its command more 
than a thousand beds in hospitals especially 
planned and organized for the expert treatment 
of contagious diseases, and one of the public 
health values attributable to these hospitals is 
that they train medical students in the manage- 
ment of contagious diseases. 


Tuberculosis is so widely prevalent as to de- 
serve special mention. Although tuberculosis is 
communicable, it is not as readily acquired by 
contact as measles, scarlet fever, diphtheria, 
whooping cough, or small-pox. New York City 
has available for the treatment of tuberculosis, 
in its own hospitals and in subsidized private in- 
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stitutions, some 5,000 beds; but it needs more; 
and at this time a thousand additional beds are 
being prepared for the tubercular in new hospital 
buildings. The public health value of a tubercu- 
losis hospital service increases in proportion to 
the promptness of diagnosis and hospital admis- 
sion, and the number of effective treatments or 
permanent cures in our public institutions will 
certainly increase when the city’s facilities are 
sufficiently expanded to do away with delayed ad- 
missions and long waiting lists. 


In almost every branch of the modern hospital, 
preventive as well as curative effects may be 
observed ; these effects may be due to the essential 
nature of the treatment given or to the incidental 
instruction in healthful living which the patient 
receives. Nowadays, no one branch of medicine 
monopolizes preventive services; such services are 
rendered by the surgeon, by the general practi- 
tioner, by the obstetrician (notably in the pre- 
natal clinic), by the child specialist, the syphilol- 
ogist, the skin specialist, the eye specialist, the 
dentist, the nose and throat doctor, the neurol- 
ogist, and the psychiatrist. Only a few illustra- 
tions of this preventive work can be given here. 


By the timely removal of an inflamed appendix, 
the surgeon forestalls the spread of suppuration 
to the delicate membrane which lines the ab- 
dominal cavity and to other organs, and thus 
prevents prolonged invalidism or even death. The 
early diagnosis of cancer and its prompt treat- 
ment by surgery, or by surgery and irradiation 
combined, likewise contributes to the preserva- 
tion of health and the prolongation of life. 


The removal in hospital clinics of enlarged and 
inflamed tonsils has converted thousands of chil- 
dren from lackadaisical semi-invalids into lively 
youngsters full of zest for work and play. 


The appropriate treatment of fractures of the 
long bones prevents the transformation of able- 
bodied workers into helpless invalids, useless in 
industry and pensioners of society. 


These illustrative cases show in how many ways 
surgery helps to raise the level of the health and 
well-being of the populace. 


The Hospital Plays an Important Part in the Great 
Progress of Medicine 


It is largely because of the opportunities which 
hospitals afford for the investigation of the 
fauses of disease, that such great progress has 
been made in medicine in recent decades. In the 
hospital, and in the hospital alone, is it possible 
to organize successfully group investigations that 
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require the close cooperation of clinicians, pathol- 
ogists, bacteriologists, and chemists. 


The findings of one hospital can be quickly 
checked by parallel observations, under identical 
conditions, in another. Hospital methods thus 
tend to become standardized; but the dangers of 
excessive standardization under bureaucratic 
control are readily avoided by permitting each 
hospital staff to enjoy freedom of action; for it is 
in the nature of physicians to be skeptical of the 
findings of others and some of them are always 
striving to probe deeper and deeper into the un- 
derlying causes of disease. 


Why is it that while 20 years ago dental interns 
were rarely encountered in hospitals, today every 
well-conducted hospital has its dental intern and 
its oral surgeon? It is because hospital physicians 
are interesting themselves in the primary causes 
of disease and are not content to limit themselves 
to the superficial treatment of symptoms. Since 
it was discovered that infections can be carried 
from tooth or tonsil to joint, dental, and throat 
examinations have become routine procedures in 
the orthopedic hospital service. No longer does 
the orthopedic surgeon, ignoring the teeth, the 
tonsils and the nasal sinuses as possible sources 
of infection struggle in vain with a diseased joint 
which is not an independent part of a lifeless 
mechanism, but a functional branch of a sensitive 
bodily organism, any part of which may be at- 
tacked through the blood stream from a distant 
focus of infection. 


The Importance of Disease Prevention 


Along the whole line of hospital clinical practice 
the current tendency is to seek out causes and to 


stress the importance of prevention. Medical 
social service is one of the most valuable of the 
modern developments in this field. In the munici- 
pal hospitals of New York, more than 160 paid 
medical social workers, assisted by an even larger 
staff of volunteers, are daily searching for sig- 
nificant facts in the lives of hospital patients with 
which in earlier days hospital physicians scarcely 
concerned themselves. By means of close personal 
inquiry, by home visits if necessary, the trained 
medical social worker’ acquires a knowledge of 
the patient as a human being, and often makes 
known to the physician factors in the life of the 
patient which tend to increase susceptibility to 
disease if not actually to cause it, or to retard 
recovery. 


What folly, as of old, to treat by pills an anemia 
due to long continued undernourishment, the re- 
sult of poverty or ignorance! The school child 
with heart disease, who is compelled to walk up 


21 





5 flights of tenement stairs several times a day, 
needs more than medicine or the kindly advice of 
a doctor who is ignorant of the child’s way of 
living. Thanks to medical social service as now 
practiced in hospitals, such children often get the 
help they need. Hospital case histories are richer 
than ever before in notes on the personal habits 
of patients, on sex relations and sex needs, on oc- 
cupational hazards, dietary usages, habits of 
exercise, and general home conditions. And all 
of these illuminating records are used as guides to 
the prevention of disease. 


We have witnessed lately a rapid expansion of 
the popular and useful health center as an arm 
of the public health service; but the health center 
is by no means the only place where public health 
is being promoted by systematic effort. It is true 
that young and inexperienced mothers may learn 
at a health center how to keep their babies well; 
but nowadays the hospital is on the job too, with 
its prenatal clinic and with its mothers’ classes, 
invaluable to inexpert young mothers about to be 
discharged from the maternity ward. 


If the venereal disease clinic at the so-called 
health center can do a good job, the venereal dis- 
ease clinic in the hospital can do a better one, 


because the hospital clinic alone, in a complicated 
case, is able to turn on its whole scientific battery, 
including a coordinated clinical staff representing 
the entire range of medical practice and the ex. 
pert staffs of the hospital laboratories. 


Yesterday, on Welfare Island, Mayor La. 
Guardia laid the cornerstone of a new type of 
hospital for the treatment of chronic diseases, 
In the old style private hospital, little more than 
perfunctory custodial care was offered to sufferers 
from chronic diseases of the joints, the heart, or 
the arterial and glandular systems. Welfare Hos. 
pital, the latest addition to the city’s hospital fam- 
ily, is dedicated to the scientific study of chronic 
disease. Its primary purpose is the investigation 
of causes and the discovery of new means for the 
prevention of obstinate diseases which make life 
a burden, which spread gloom through the com- 
munity, but for which public health administra- 
tion has up to the present time done but little. If 
the people of New York City give this enterprise 
their whole-hearted support, Welfare Hospital may 
be expected to make a unique contribution to the 
public health, for today it is not the black death 
of contagion which most seriously threatens the 
happiness and well-being of mankind, but the 
yellow peril of chronic disease. 





New York Court Rules Against Strikes in Hospitals . 


Supreme Court Justice Albert Conway issued 
a temporary injunction against Local 171, Hospi- 
tal Employes Union of Greater New York, “from 
calling a strike, picketing or interfering with the 
patients, the employees or visitors at the Jewish 
Hospital in Brooklyn.” 


The Court said: “The affidavits establish that 
uninterrupted hospital service for the people of 
the city is so vital for the preservation of the 
general health of the community, and especially 
children, the sick and infirm, that any organized 
effort to interfere therewith must be regarded as 
an act of hostility to the common good, and such 
an unlawful object as to demand the exercise of 
the equity power of the court to the fullest 
extent. 


“The operation of a hospital in the community 
affects the public welfare, lives, well-being, and 
health of the people of the State. Moreover, hospi- 
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tals such as the plaintiff’s have patients assigned 
by or coming through the jurisdiction of the city. 


“Tt may fairly be said that it is now the policy 
of the State that the various acts referring to la- 
bor disputes shall not apply. to those employed by 
charitable, educational or religious associations or 
corporations. It is important to note that under 
the “little Wagner Act” the other persons ex- 
cluded from its application are employees of the 
State and subdivisions and agencies thereof. 


“This coupling of persons excluded from the 
application of the act by the Legislature was not 
done without reason and intent. The State, the 
subdivisions and agencies thereof, may not have 
their proper functions interfered with by strikes, 
and neither may charitable, educational, or reli- 
gious associations or corporations. Chaos would 
result, and the public health and welfare would 
be materially affected.” 
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The Problems of the Small Hospital 


MACIE N. KNAPP, R.N., Normal, Illinois 


Matthew O. Foley who once said that “the 
small hospital is small only in physical 
plant and financial resources.” In fact our prob- 
lems are the same, for we are both in the business 
of mending broken bodies,—in saving human life. 


A S I RECALL, it was our good friend 


As all of my executive experience has been in 
three hospitals of 100 beds, and as through the 
years I have been vitally impressed by and in- 
tensely interested in four particular phases of 
hospital work, I am happy to share with you— 


First—Public Education 
Second—School of Nursing 
Third—Standardization 

Fourth—The Intangible Trial Balance 


Iam hoping you will in turn share some of your 
experiences with me, and we can leave here the 
better for having become acquainted through this 
program. 


Public Education 


This business of educating the public is in- 
tensely interesting. 


A public education program takes endless time 
and patience.to be of any value and must not only 
be intensive and steady, but must be backed by 
service, for unless we are taking good care of our 
patients and doing all in our power to restore 
them to health and happiness—unless as hospital 
workers we are making a very definite contribu- 
tion to the welfare of humanity—a program will 
amount to nothing. 


We all agree that the most important function 
of the hospital is the care of the sick, but our 
responsibility by no means ends there if we are 
to be associated with the health problems of our 
community. 


Every hospital regardless of its size or location 
can make some definite contribution to scientific 
research. Every patient presents new medical or 
surgical problems which can be studied, and new 
methods may be employed, so that pain and suf- 
fering may be lessened and the mental and phys- 
Ical health of our people may be improved. 


— 
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There are various ways to educate the com- 
munity about what the hospital is doing. At 
Brokaw Hospital we have carried on an active 
program for several years. For the patient, it 
starts as soon as he is admitted, and surely no 
other phase of hospital work can be more pro- 
ductive of good will and friendliness than that of 
the admission procedure. To the majority of 
patients it is a real occasion, and if a sympathetic, 
understanding attitude is shown at the time it will 
help both the patient and the hospital. 


We all know that psychological factors do play 
an important part in cultivating the patient’s 
attitude and comfort. 


We have a little folder which tells of the room 
rate and gives the rules of the hospital. This 
folder carries on the front page a friendly greet- 
ing which reads, “Please feel that all of us here 
are your friends and that we stand ready to help 
you in any way and at any time.” 


This is followed, in time, by several other cards, 
one card for the first tray, a card for the new 
mother which states the birth weight of her baby, 
a card for after operation,—a message stamped 
on the patient’s morning mail saying, “Good 
morning, we wish you a pleasant day.” The 
daily paper is presented with our compliments to 
the private room patients. To those whose birth 
anniversary occurs while they are in the hospital, 
an attractive card containing their name and 
room number, together with a single rose is placed 
on the noon-day tray. 


Once a week the tray also contains a blue 
folder sent from the dietary department request- 
ing comments or suggestions concerning the food 
service. Every patient, upon discharge, is given 
a yellow folder for suggestions or criticism. One 
end of the folder is gummed so that it may be 
sealed, and contents kept confidential for the 
superintendent, to whom it is addressed. The 
use of these slips has been a great source of en- 
couragement to the management, because usually 
the replies indicate satisfaction, and many times 
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we receive worth while suggestions on how to 
improve our service. 


One of the striking features of the use of these 
leaflets is the interest shown by the hospital per- 
sonnel, they are pleased when the patients are 
satisfied and disturbed when an unfavorable 
comment is received. 


We make practical use of these two forms by 
referring them to the directors at their monthly 
meeting, where they are actually read. Later 
these reports are filed as a part of the patient’s 
permanent record. 


To each new mother who wants them, ten 
announcement cards are given, and many times 
they are addressed by the nurses. If the mother 
is very poor, we even furnish the postage. 


A greeting card is sent to every baby on his or 
her first birthday. About a week after the patient 
leaves the hospital a card is sent inquiring about 
his improvement, and telling him we are inter- 
ested in his welfare. 


The large number of replies we receive from 
patients in response to these cards is surprising. 
The cup of tea or coffee, or the tray that is served 
without request to a worried relative, and other 
little personal kindnesses help, as nothing else 


will, to create good will. 


Long after the scientific equipment is forgotten 
the little human touch remains. Time, sympathy 
and understanding must be lavishly dispensed 
and the reward will only be found in that personal 
bond with the satisfied patient. 


Needless to say, we have the approval of the 
American Hospital Association before any pro- 
gram is started. 


Hospital Progressive Club 


For the public, we carry on a rather intensive 
program, varying it enough to maintain interest. 
At different times we have had the Hospital Pro- 
gressive Club. The membership consists of de- 
partment heads, and myself. The club has no 
officers and no dues. It has two objects only, and 
they go hand in hand—to educate ourselves, and 
the public. 


Personal letters were written to 150 selected 
people whom we thought would be interested, and 
little programs were enclosed. Such subjects as 
the following have been used: 


Nursing—Past, Present, and Future 
Advances in Anesthesia 


Obstetrical Problems of the Small Hospital 
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What a Well Equipped Laboratory Means to 
the Hospital 


Occupational Therapy in the Modern Hospital 
Hospital Economics 


The Large Hospital versus the Small Hospital 
as Seen by the Affiliating Nurse 


Each member has presided at one meeting, pre- 
sented a paper at another, and discussed a paper 
at another meeting. 


The meetings have been conducted along formal 
lines. The audience has been invited to enter into 
the general discussion, and has entered into it 
whole-heartedly. Our first meeting was held in 
the lecture room at the hospital. We had many 
more people than we could accommodate com- 
fortably, so when the Registrar of Illinois Wes- 
leyan University invited the Club to hold future 
meetings in the Chapel of the University, we 
accepted, and we feel that holding our meetings 
there added to the program. 


While some subjects have been more popular 
than others, the average attendance has been 
excellent and we feel amply repaid for our effort. 
Incidentally, in presenting and discussing these 
papers, we feel we ourselves have all learned 
something. 


The Club member who presented the paper on 
“Occupational Therapy” was especially interested 
in the subject, and she prepared quite an exhibit 
for her meeting. So much interest was shown 
that, through the courtesy of:our local druggist, 
this exhibit was given a prominent place in his 
store for a week, where it attracted a great deal 
of attention. 


As another part of the program we invited the 
Business and Professional Women’s Club to a 
clinic, as part of their Health Education Program. 
This had to be held in the evening, as the members 
of the club are all employed during the day. 
Forty-five attended, and were divided into groups. 
We demonstrated: bath in bed; home made equip- 
ment; bathing baby; nursing, name necklace; 
teaching models in class room; x-ray films; lab- 
oratory; sterilization of operating room supplies; 
and the keeping of hospital records. We have 
been asked to repeat the clinic for others. 


When we started our programs the Alumnae 
Association gave us an excellent moving picture 
machine. Once a month educational films are 
shown, some from the State Health Department, 
and others from different firms or organizations. 
We always invite graduate nurses, and a few 
others who are interested, to attend. 
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At one time we held a rather unusual Trustees’ 
Meeting. We invited all of the ministers in town, 
and our Trustees, to a dinner meeting in one of 
the local churches. Six brief talks were given, 
one by the President of the Women’s Service 
League, one by the superintendent of nurses, 
another by the maternity superintendent, one by 
the laboratory technician, and one by a senior 
student who was taking the five-year combined 
college and nursing course, and one by myself. 
The various forms given to patients were placed 
at each plate. We had some of our equipment 
there—the electrocardiograph, electric breast 
pump, metabolism machine, gas and oxygen ma- 
chine, and a shadow box to show a series of inter- 
esting x-ray films. If one can judge from the 
spirited discussion which followed, this was with- 
out doubt the most interesting Trustees’ meeting 
we ever had. 


Hospital Executives Should Be Interested 
in Community Activities 


As hospital executives I believe it is our duty 
to take an active interest in the other organiza- 
tions in our community. Personally, I serve on 
the Boards of the Y.W.C.A., the Business and 
Professional Women’s Club, the Illinois League 
of Women Voters, belong to the Council of Social 
Agencies, Bloomington-Normal Health Council, 
and try to be active in my own Church. The su- 
perintendent of nurses and myself have prepared 
and presented papers before many groups on 
subjects ranging from “Infant Feeding” to “Who 
Wants War?” No request to speak is ever re- 
fused, no matter how inconvenient it may be. 


Members of our staff are urged to attend all 


the community affairs—church suppers, or what- 


ever happens to present itself. It is quite true 
that these outside activities all take time and 
effort—schedules have to be rearranged,—but I 
know it is all worth while and is good for us as 
individuals to have these happy associations with 
different groups. 


We have a most active Women’s Service League, 
whose members have entered wholeheartedly into 
our program. For several weeks different women 
In the League broadcasted each Sunday after- 
hoon, for fifteen minutes, using radio talks sup- 
plied by the American Hospital Association. Radio 
teas—musical teas—cradle teas are held from 
time to time, and are always well attended. Of 
course the crowning event of every year is the 
big Public Relations Dinner. At these meetings 
we have been fortunate in securing such speakers 
a our own Dr. Bert W. Caldwell, Dr. Mac- 
Eachern, Mr. Robert Jolly, and others. 
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One thing is absolutely necessary to a Public 
Education Program, and that is cooperation. We 
have enjoyed 100 per cent cooperation from our 
daily newspaper, and I feel a great deal of credit 
for the success of our program goes to one par- 
ticular newspaper woman, who has really kept 
a pace ahead of us. It would be impossible to 
reach the many people we do without the news- 
paper’s aid. 


Probably during the last six years the limita- 
tion of financial resources has been the greatest 
handicap, and while a Public Education program 
is not designed or carried on to collect accounts, 
there is no doubt in my mind but that any hospital 
that has made a place for itself in the community, 
and can continue to hold that place, will succeed. 


However, please let me emphasize that any pro- 
gram would be worthless unless we hold our place 
in the community by meeting our financial and 
community obligations promptly, and, last of all, 
by taking the very best care we can of our 
patients. 


School of Nursing 


There can be no doubt that our “Stock in 
Trade” is good nursing care, and nursing care is 
the one thing that can be entirely human. For 
far too many years hospital administrators have 
taken this great nursing service for granted—at 
times we have complained about the cost, and 
other times we have thought the educational 
standards too idealistic; but on the whole, unless 
it was brought forcibly to our attention in some 
rather unusual way, we have taken it for granted. 
Well, about five years ago, when the entire hos- 
pital picture began to change through economic 
conditions, the school of nursing came in for its 
full share of discussion. Partly because we serve 
a large area, but really because I honestly believe 
the school of nursing to be “The Hub of the 
Hospital Wheel,” we never thought it wise to 
discontinue our school. 


Pages have been written about the cost of grad- 
uate service versus the cost of student service, 
and I am frank to say that if you were to pin me 
down, I do not really know which is the less expen- 
sive, but I do know which I believe to be the most 
satisfactory, if we feel any obligation to the 
community. 


The question will arise—“Should a hospital of 
one hundred beds conduct a school of nursing?” 
My answer is yes, if you will conduct a good 
school, giving the students the theory and practice 
commensurate to the service received by the hos- 
pital. We have a school of thirty-five students. 
One school affiliates with the local university, and 
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at the present time we have five students who are 
taking the five-year combined nursing and college 
course—chemistry, bacteriology, anatomy, physi- 
ology, dietetics, and physical education. 


We have a four months affiliation for ped- 
iatrics, a two months affiliation for psychiatry, 
and one month is spent with the local Public 
Health Nursing organization. Our student council 
holds monthly meetings. Business sessions are 
followed by a program which is varied, but 
usually good speakers are secured to speak on 
professional subjects. 


Needless to say, the entire hospital picture has 
been changed by economic conditions. In com- 
mon with many others, we decreased our student 
body in order to give employment to graduate 
nurses. Where we used to have twenty or more 
patients with graduate nurses on special duty for 
the length of their hospitalization, we now have 
from eight to ten, and these patients keep their 
nurses only during the acute illness. 


This fact has meant a readjustment of our gen- 
eral nursing program. We have a medical de- 
partment of twenty-five patients, a maternity 
department for fifteen mothers and fifteen new- 
born babies, a five-bed children’s ward, while the 
remainder of the beds are for acute surgical and 
miscellaneous cases. Our daily average for the 
past year was sixty-seven. 


Our school, while part of the hospital, has its 
own director and one full time instructor, who 
teaches the nursing arts. We have a staff of six 
head: nurses, sixteen graduate general bedside 
nurses, seven ward helpers, and a student body 
of thirty-five. 


Staff conferences are held for both graduate 
staff nurses and for supervisors, in which the 
entire group is encouraged to participate. 


Our day starts with a ten-minute chapel serv- 
ice, which we feel improves the moral tone of our 
hospital very much. 


Let us remember that there never has been an 
over supply of well trained nurses. It is true an 
over supply in some particular field may have 
been apparent at times. Really, I believe we 
should cease to mope and grope on this nursing 
situation. 


The Curriculum Guide, and many studies of 
costs, hours, duties and so forth, that have been 
prepared by the National League of Nursing Ed- 
ucation, I am sure we all appreciate, and any 
school that is worthy of the name makes an honest 
effort to follow the recommendations as outlined. 
Fine as this is, it is not enough. We must have 
a curriculum which will stress not only deeper 
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knowledge of material things, but one which wil] 
lay increasing emphasis on the spiritual develop. 
ment of the student. 


How much do we actually concern ourselves 
with the life of our students? 


Do we emphasize the fact that no service to 
suffering humanity is menial or beneath our 
dignity? 


Do we ever require them to perform duties that 
we would not do ourselves? Do these students of 
ours see in us something more than executives? If 
they do not, the fault is ours and not theirs! 


Are our schools organized for service to suffer- 
ing humanity, or are they just groups of people 
attempting to get the work done at a minimum 
cost to the hospital? 


Our schools are just exactly what you and I 
make them, and we have no right to accept young 
women as students and then not give them every 
opportunity ta develop not only mentally, but 
physically and spiritually. 


Select good supervisors, and not “snoopervi- 
sors.” Students will welcome helpful criticism, 
and their native initiative and creative ability will 
be expressed. A real supervisor is a student’s 
best friend. 


Secure a director of your school who is compe- 
tent, and leave her alone unless she asks you for 
advice. She is a most important part of your 
organization. Let her make her own report at 
the directors’ meeting. She can make a more 
concise and interesting report, because she knows 
more about it. Remember, she is just as well 
trained as any nurse administrator, and better 
trained than a lay administrator, so, I repeat, 
leave her alone. 


You may ask, “How will I know whether our 
school is properly conducted?” Well, I know from 
satisfied patients, from doctors who express their 
appreciation, from the demand for our nurses to 
fill positions in other cities, and from the interest 
and cooperation of both the graduates and 
students. 


I should like to say a word regarding graduate 
staff nurses, at present our greatest problem. | 
feel we should make them a definite part of our 
organization. Count them in as an integral part 
of every activity. Select good women to fill your 
positions, and let them live outside the hospital, 
and have as much freedom when off duty as is 
possible to provide good care in the hospital. 
Some of our newer staff nurses felt they would 
not like to work where there were students, but 
after appealing to their better side, and showing 
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them the advantages of working where there 
were young people, and people who were out to 
learn, they have changed their minds. At present 
our salaries are too low, but this will be remedied 
as soon as it is financially possible. 


A definite staff educational program should be 
conducted, and graduate staff nurses should be 
permitted to attend lectures for students if they 
so choose, and if it can be arranged. We not only 
permit, but encourage our staff nurses to take 
class work at Wesleyan, and to work toward 
degrees—arranging their hours on duty to meet 
their classroom needs. 


The problem of nurse assistants, floor maids, 
or whatever name may be given to the subsidiary 
worker—I feel each such worker should be trained 
for her particular job in the institution, and her 
duties should never include any of the actual care 
of the patient. 


Let us always remember the words of Miss 
Florence Nightingale—“Unless we are going for- 
ward every day, every week, every month, take 
my word for it, we are going back.” 


Standardization 


Any hospital is a most complete organization, 
its activities are varied and its responsibilities 
grave. So to correlate and coordinate all of the 
professional groups that enter into the perfect 
service of a modern hospital is a colossal task, but 
I wish to state most emphatically that it is en- 
tirely possible not only to apply, but to maintain 
these professional standards in the so-called small 
hospital of 100 beds. However, there is only one 
way it can be done, and that is to carry out the 
program as outlined by The American College of 
Surgeons. 


Unfortunately, we are usually down on that 
which we are “not up on,”—therefore many mem- 
bers of the medical profession and governing 
bodies of hospitals have had to be.informed, or 
rather, educated regarding standardization. 


When once it is thoroughly understood, the 
Opposition gradually gives away. 


I speak from experience, for it was exactly 
twelve years from the time I first mentioned 
standardization until we were fully approved. 


Our medical staff is organized in accordance 
With the rules of The American College of Sur- 
8eons. The executive committee meets with the 
superintendent a few days before the staff meet- 
Ing, and mutual problems are discussed. Com- 
Plete minutes are kept of these meetings and read 
at the regular staff meeting, which is always a 
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dinner meeting, the staff being the guests of the 
hospital. 


The actual business of the staff meeting is 
reduced to a minimum, and the time spent on 
matters which relate entirely to the professional 
care of the patients. 


The health audit prepared by the record li- 
brarian is presented by the chairman of the 
Record Committee, interesting cases are presented 
by the men. The pathologist conducts a clinico- 
pathological conference, with specimens, slides, 
x-ray plates or moving pictures to visualize his 
information. 


Of course when clinical work is carefully ap- 
praised it is an incentive to better work. Staff 
members tell us of the benefit they receive by the 
exchange of professional opinion,—it keeps them 
informed in a dignified, ethical way. In fact, the 
men say the staff meetings are no more like the 
old meetings than day is like night. Due largely 
to the work of a most efficient chairman of the 
medical records committee, records which used to 
be a bug-bear have actually become a matter of 
pride. Friendly contacts are made with the doc- 
tors whose histories are incomplete; they are told 
that their own by-laws say that histories must be 
complete, and in practically every instance the re- 
sponse has been prompt and courteous. Also, it 
is possible to have a well organized record room in 
a small hospital, but you must have a record 
librarian in charge. 


No doubt many will believe that it is not pos- 
sible to have all the department heads, and this 
is true, but it is entirely possible to have surgery, 
medicine, obstetrics, pediatrics and eye, ear, nose 
and throat. 


You will hear that doctors are individualists, 
which is true, but as these are rotating services 
each man will in turn serve as a department chief, 
and be responsible for the character of the work 
done in his department. If the work done does 
not conform to the standards outlined by The 
American College of Surgeons, the chief of the 
department in question is obliged to confer with 
the executive committee, who will recommend to 
the staff what approach shall be made, and what 
definite outline is to be followed. Do not be afraid 
of losing a doctor’s patronage if he is not doing 
acceptable work or unwilling to conform to the 
rules of the hospital. Remember the right type 
of men, the ones who are honestly trying to prac- 
tice good medicine, will welcome the rules and 
regulations of a well-organized: hospital,—they 
will want the routine laboratory work, and they 
will want all tissue examined; they will try to 
secure necropsies, and in fact will want all the 
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procedures that come through Standardization, 
for it all means just one thing,—better care of 
the sick patient. 


If any of you are in hospitals which are not 
standardized, and are having difficulties in pro- 
moting the program, I urge you to keep right at 
it. Many times it is purely a matter of education, 
and once the benefits can be realized, the program 
can go into effect and I believe with careful 
guidance, will continue on its own momentum. 


The Intangible Trial Balance 


The United States is blessed above all nations 
in the number, variety, and the excellence of its 
hospitals, yet, at present, all hospitals are meeting 
unusual demands upon their facilities by the 
public. 


Hospitals are for the people,—the only legiti- 
mate excuse for the existence of any hospital is 
good service to suffering humanity. 


In earliest times religion and medicine, the 
care and the cure of the soul and the body, went 
together, and the existing hospitals were the 
result of this union. 


In the ancient world most hospitals were the 
temples to the gods. The greatest advancement 
in the care of the sick came, however, with the 
birth of Christianity. Worship of Christ, the 
great teacher, and the care of the sick and needy 
were closely united, for the teachings of Christ 
were lived by His early followers. 


Christ’s teachings are exemplified in such quo- 
tations as: 


“Whatsoever ye would that men should do unto 
- you do ye even so unto them;” “I was sick and ye 
visited me;” “Not to be ministered unto but to 
minister ;” and, “As ye did it unto the least of 
these my brethren you have done it unto me.” 


Many hospitals throughout the world have been 
founded upon the Christian truth expressed in 
the story of the Good Samaritan. 


Those who founded the institution where I am 
employed had as their pledge and creed, this beau- 
tiful parable—“Take care of him until I return.” 
This implies responsibility from sunset until 
dawn—as well as from dawn until sunset. 


But what has-all this to do with the trial 
balances? Trial balances are concerned only with 
dollars and cents. When a patient comes to our 
door, the first responsibility of the hospital is to 
admit the patient, and accept the full responsibil- 
ity of giving him the best possible care, and re- 
turning him as soon as possible to his home and 
loved ones. 


28 


We can only meet this responsibility by main. 
taining high professional standards. 


Each year, or each month, as the custom may 
be, we have a financial audit, and our disvositions 
are visibly affected by the balance sheet. If the 
auditor has shown us to be in a fairly healthy 
financial condition, we are quite inclined to feel 
pretty well satisfied, while if the red figures show 
up too brightly, we hunt-about in our minds for 
excuses, to justify the situation. 


We must not rely entirely on a budget that bal- 
ances, we must not rely entirely on the reports 
from the office. I grant you both are important, 
but only when we have actually known that our 
patients are well cared for, that our personnel is 
receiving proper food and plenty of it, that they 
are not over worked, and that we are meeting to 
the best of our ability our community problems. 


Balancing accounts does not mean success by 
any means. Do not let any Board tell you that— 
I know they do but it is not true—other things 
count more. 


Some years ago I spent two years in the interior 
of Asia Minor, doing relief work. I remember 
the great herds of sheep on the mountain side.— 
Oriental shepherds always lead the sheep—never 
drive them. We must be leaders. All will not 
follow, but many will. 


The Audit of Human Life is really important 
and can really mean success or failure for any 
hospital. 


As Christian men and women, I repeat, as 
Christian men and women, let us remember 
always one of the statements of Christ found in 


John 10:10. It is, 


“T am come that they might have life and that 
they might have it more abundantly.” 


One of the most searching tests of the charac- 
ter of any man or woman is his or her care for 
human life. Those of us who have chosen to con- 
cern ourselves with human suffering must natur- 
ally possess,—vision—courage—patience—justice 
—sympathy and understanding; and furthermore, 
we need to constantly develop these qualities of 
character by daily practice. 


Time should be added to the above, and be 
lavishly dispensed. Our only real reward will be 
found in that personal bond—the satisfied patient 
who is restored to health and strength. Not in 
the salary check! 


This personal bond forms the greatest satisfac- 
tion of the hospital worker’s life. 
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With your permission I wish to tell you of seven 
people who were admitted to our hospital last 
year, and whose accounts will always be on the 
wrong side of the financial ledger. 


Two baby boys and a girl, premature triplets, 
were rushed in from a meager home in the coun- 
ty, a few hours old,—so weak that they were fed 
with medicine droppers for several days. The 
mother was admitted a few hours later, very weak 
from a severe post partum hemorrage. She re- 
covered, and returned home in a week. The 
triplets, John, Jerry, and Lesty,—remained over 
ayear, occupied one of our best rooms, were loved 
and cared for by doctors and nurses alike, and 
left, healthy, husky babies. There are six other 
children in the family, and the father earns $40 a 
month for eight months in the year as a farm 
employee. 


Surely these four are on the wrong side of the 
ledger in the front office. 


A young man was brought in with a broken 
back—a painter. He had no money, and his em- 
ployer had nothing. He had a lovely young wife 
named Mary, who was pregnant. She absolutely 
refused to leave her husband. Every treatment 
known to modern science was tried, to cure or 
relieve the patient’s pitiful condition, but to no 
avail, and after seven long months, on December 
2, he left his devoted Mary a widow,—she who 
was so soon to need the supporting arm of her 
husband. A few weeks later she returned to the 
hospital to have her baby—a lovely little boy who 
was born on December 22. Our student nurses 
placed a box in the office with the notation it was 
for Mary’s Christmas. About twenty dollars was 
donated, and this, together with a bill marked 
“Paid in full”—Merry Christmas from her doc- 
tor, and his thoughtfulness and kindness, made 
her forget some of her troubles, and made her 
realize that there were people in the world who 
really cared. 


Surely these three are on the wrong side of the 
ledger in the front office, and I expect there are 


those who would say it was pretty poor business 
to raise money for any one who owed us a big bill. 


But who among you will dare to say that these 
seven are not on the right side of God’s ledger? 


Mary came back a few weeks ago with her 
baby,—a fine boy. She had received two hundred 
dollars on a life insurance policy and she insisted 
upon giving us forty of it. 


Hard boiled business people may say what is 
forty dollars on a bill of eight hundred? Not 
much, I admit, but if you could have seen the 
group of nurses around Mary and her boy, and 
heard her trying to express her gratitude, I be- 
lieve you too might almost forget the eight 
hundred. 


In closing, I want to say that the more I learn 
about hospitals and the more I learn about Chris- 
tianity, the more deeply and earnestly am I con- 
vinced that no attempt to cure the hospital ills, or 
take off our trial balance, will really be successful 
unless based on the principles of Christ’s 
teachings. 


The story of Florence Nightingale, and the 
story of the modern hospital, are inseparable. It 
is indeed a far, far cry from the hospital at 
Scutari to the modern complex hospital, with its 
ever-increasing facilities for diagnosis, treatment 
of diseases, and provision for the patient’s com- 
fort and happiness. It is a very old story, but 
one that I believe will bear repetition. 


It is the story of the dying soldier in the hos- 
pital at Scutari, during the Crimean war. His 
suffering was so great that he prayed God to die. 
When that patron saint of all nurses, Florence 
Nightingale, came into the ward, she spoke to 
him,—she tried to make him more comfortable. 
As she left his bedside the soldier again prayed, 
not to die, but to live, to be able to see and speak 
to her again. 


Let us take time to ask our Heavenly Father 
what He would have us do, and then do it. 


Then we will truly have and use the spirit 
which is really “The Soul of Our Hospitals.” 





Bi walked along the boardwalk to the audito- 
tum where an exhibition was being held during 
the convention of the American Hospital Associa- 
tion. It was a very interesting exhibit and, as 
usual, the occupational therapy booths were par- 
ticularly interesting to me. 


“I was much impressed by two vases done by a 
one-armed girl and various other things created 
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by handicapped people. The United Hospitals As- 
sociation of New York also had’ a booth where 
they showed one of their films which they are 
showing in different places throughout New York. 
It seemed to be a very good way of bringing to 
people a realization of what the work done in hos- 
pitals means to a community.” 


Eleanor D. Roosevelt 
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The Part Philanthropy Plays in the Support 
of Voluntary Hospitals 


DAVID B. SKILLMAN, Easton, Pennsylvania 


endeavor for the good of one’s fellows, does 

not merely play a part in the voluntary 
hospital, it is solely responsible for its origin cen- 
turies ago, its development through the ages, and 
its present day existence in civilized life. Philan- 
thropy is just an endeavor to carry out the com- 
mand “Love thy neighbor as thyself.” 


Penicavor sort in its broad sense, that is 


But it is not in this broad sense that we are 
to discuss today the part philanthropy plays in 
voluntary hospitals, but rather that part of the 
income of the voluntary hospital that comes from 
gifts. Here again we must further narrow the 
subject by eliminating gifts made indirectly to the 
hospital through such agencies as the Community 
Chest and gifts made by states and municipali- 
ties which are virtually subsidies and are more 
closely allied to the sale of the hospitals’ services 
than to the expression of charitable impulses. 


Gifts 


This brings us to the part of the hospital’s in- 
come which arises through, (1) gifts of capital 
from which only the income is to be used, usually 
called endowment; and (2) gifts immediately 
usable for current needs. 


Except for its income from patients, these gifts 
are the hospital’s most important and dependable 
income factor. “Charity never faileth.” 


Evolution of Philanthropy 


Let us consider briefly the evolution of this 
philanthropy. Such consideration will demon- 
strate that it is the hospital’s most dependable 
source of support. For our purpose, we can start 
with the ideas of the Ancient Hebrews. These 
ideas were crystalized in Divine Law. The He- 
brews were commanded to care for the “widow, 
the fatherless and the stranger.” Definite rules 
appropriate to a then agricultural people were 
laid down (cf Lev. xix, etc.). Grain and other 
products were to be left standing in the corners of 
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the field; produce, dropped in the process of har- 
vesting, was not to be gathered by the reapers, 
but left for the community’s dependents. The 
Book of Ruth illustrates the operation of the sys- 
tem. The tithe was given in various forms appro- 
priate to the form in which the people received 
income, but giving for the relief of the dependent 
was firmly established in the Hebrew mores. Long 
before Christ the Jews recognized “the poor ye 
have with you always” and permanent provision 
for them was made on philanthropic grounds. 
The establishment of the Christian Church with 
the coming of our Lord gave philanthropy the 
greatest and most enduring impetus of all history. 


‘His teachings made love for our fellowman ex- 


pressed in good works substantially the chief ob- 
ject of the Christian life. His teachings also 
brought the application of charity nearer the 
social duty of which we are most conscious, the 
hospital, by emphasizing as objects for bounty— 
the lame, the halt, and the blind. 


Philanthropy Under Church Control 


The Christian Church early organized its chari- 
table activities. To secure the income, it bor- 
rowed many of the methods used by the Jews, but 
greatly molified by adding the voluntary quality 
to the gifts requested. Relief through free will 
offerings was the ideal of the early church. The 
distribution of aid was systematized. The Acts 
of the Apostles (vi, 3) tells of the appointment of 
seven deacons to minister to the needy. As early 
as 69 A. D. we find Rome divided into seven 
ecclesiastical relief districts. It is interesting to 
note here that one of the groups to whom aid was 
given was the martyrs who survived the games 
and the torture. 


The endowment idea for the support of chari- 
table works came into existence in the Christian 
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Church in the Fourth Century under Pope Anas- 
tasius. ‘The income was used for the support of 
all classes in need of relief—the poor, orphans, 
widows, the aged as well as those incapacitated by 
disease, injury, and mental disorders. Endow- 
ment was then possible because Constantine in 
391 A. D. had made it lawful to devise property 
to the Church and through the legacy seeking of 
the clergy, the Church had acquired considerable 
estates in Italy. Portions of these endowments, 
or portions of their income were segregated for 
charitable uses. With income thus assured, the 
ecclesiastical districts established in each what 
they called a “hospital.” This institution, it 
must be understood, was not a place devoted ex- 
cusively to the care of the sick. The hospital 
was, and so remained for many centuries, a place 
quite accurately described by the meaning of the 
word in Latin—a place of shelter. In those 
ancient hospitals all in need of shelter, no matter 
what the reason, were taken in. The acquisition 
of income producing capital by the‘Church not 
only afforded the means of maintaining hospitals, 
but made possible the support of a large number 
of men and women who were segregated from life 
inthe community by vows of poverty and celibacy 
and these provided “hospital personnel,” as we 
now call it. This was the establishment of the 
monastic system. Under this system, with many 
variations, the hospital was administered and 
supported throughout the Middle Ages. In other 
words, the hospitals of the Middle Ages were sup- 
ported by philanthropy, but the philanthropy 
passed to the hospital through the church, not di- 
rectly to the hospital. While this system main- 
tained the hospital through the dark centuries, it 
did not advance the philanthropic ideal from the 
social standpoint. At the close of the middle ages, 
through the growth of towns, the latter began to 
take over the charitable functions of the church. 
This transfer tended to make the support of 
such institutions more voluntary, more democratic, 
and to bring closer together the giver and the 
receiver of alms. 


In the economic decadence of the sixteenth cen- 
tury, the endowments which had survived the 
Statutes of Mortmain and other legislation de- 
signed to reduce the economic power of the 
church, largely disappeared. Gifts to support 
charity currently could not be secured. The 
bolitical subdivisions were bankrupt. No possible 
source of aid remained except central government, 
80 it stepped in with what were called “Poor 
laws.” In England, the drain of the Poor Laws 
om the public treasury was so great that Queen 
Elizabeth attempted to recreate voluntary charity. 
The machinery was a combination of civil officers 
and church wardens who were to raise, by gifts or 
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taxation, “weekly or otherwise” funds for the 
support of charities. 


Philanthropic Cycle 


Neither time nor the scope of my subject permit 
a closely knit statement regarding principles 
which operate in sequence to support our chari- 
ties. Such a statement could be made, however, 
and it could be proved by history that there is 
what might be called a Philanthropic Cycle. It is 
related to and runs concurrently with the busi- 
ness or economic cycle. Roughly, its phases are 
these: (1) In times of prosperity, large sums are 
given to institutions to enlarge physical plants 
and to increase income-yielding endowment; 
(2) In times of depression, gifts both large and 
small are reduced to a minimum and endowments 
depreciate, and at the same time the demand for 
gratuitous services moves up to the maximum, 
then the body politic steps in and furnishes relief ; 
(3) Between depression and ensuing prosperity 
taxes rise. To bring them down the government 
seeks to shift the burden of maintaining the in- 
capacitated back to private individuals. Because 
taxes are still high and prosperity is slow in 
coming, private donors cannot give substantial 
sums to the endowments but are able and usually 
willing to give small sums for current needs. 


This cycle to those of us who have been in hos- 
pital work during the past decade, seems very 
modern, but it is not. It has run its course time 
and time again through hundreds and hundreds 
of years. 


But where are we now? It would seem that we 
are very definitely in the third stage. The politi- 
cal, social, and economic situation make it appear 
that we will remain in this stage for some time 
to come. We cannot expect to receive large gifts 
from private sources while taxation is draining 
these sources dry and taxes must remain high 
for years to come. But the average man now has 
a greater feeling of economic security. This feel- 
ing has taken the place of the despair and hope- 
lessness which pervaded the community a few 
years ago. We are now at a stage where we can 
and should develop for our hospitals a large group 
of persons who will make annual gifts for the 
current expenses of the hospitals. There are well 
known a great many schemes by which this can 
and is being done. Methods of doing it will occur 
to any Board of Trustees which addresses itself 
seriously to the subject. I will not, therefore, 
attempt to be specific. The problem is made more 
difficult in communities where this mass of small 
gifts is already coming to the hospital through 
the Community Chest. But it can still be done 
and my concrete suggestion in this respect is that 
we take a hint from the colleges which now almost 
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universally solicit a gift every year from every 
graduate. Our graduates are our discharged 
patients. Most of them leave us with grateful 
hearts. This gratitude could be capitalized. 
Many and many a patient, through a tactful letter, 
could be induced to make a small gift to the 
hospital annually on the date when he was dis- 
charged after a long illness. Others would rever- 
ently send a gift on the anniversary of a death in 
loving remembrance. A card, sent to a baby on 
its first and following birthdays, would develop 
many a lifelong contributor. 


All this would require much thought, hard 
work, and tact. But if the work were done and 
the tact were exercised, a rich harvest would re- 
sult and some day when our cycle moves us back 
into prosperity, many a large gift for endowment 
would come from those who had become accus- 
tomed to making small annual donations to the 
hospital. 


This suggestion is thrown out to Trustees. 
Trustees cannot themselves perform the detailed 
work required to raise money year in and year 
out. They must find someone in the hospital 
organization who has the ability, enthusiasm, and 
endurance required to do such a job well. Such 
people are rare. This work cannot be added to 
the already overburdened superintendent. Hos- 
pitals have to be slow in developing their relations 
with the public in an aggressive, intelligent man- 
ner. Business corporations, trade associations, 
and many other groups have added to their per- 
sonnel a public relations representative. Hospitals 
of sufficient size could add such a member to their 
staffs with great profit. Such a person could 
handle all publicity, arrange public occasions 
which would familiarize people with the-work the 
hospital is doing and most important of all such a 
person could take over the responsibility for rais- 
ing money by the methods which I have discussed. 
The right person would raise his salary many 
times over. So much for the part which philan- 
thropy can play in the support of the hospital in 
the part of the cycle in which we find ourselves 
today. 


Care of the Residue from Philanthropic Gifts 


In connection with this general subject there 
is one other matter to which we should direct our 
attention and that is the care of the residue from 
philanthropic gifts, received in more prosperous 
days. Most of us suffered losses in the principal 
of our endowment funds. Most of us have some 
endowment left. Other depressions are doubt- 
less coming and other periods of prosperity. The 
hospitals should so care for endowment principal 
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that it suffer as little as possible in depression, 
and profit by business prosperity and above all 
that the income from its endowment remain as 
constant as possible. A study made by the Amer- 
ican Council on Education and published in April 
of this year under the title “Endowment Income 
and Investments” showed that in eight investi- 
gated colleges each having endowment funds ex- 
ceeding $15,000,000, the average rate of return 
from the funds in 1926 was 5 per cent, in 1935— 
4.24 per cent or a decrease of .76 per cent; while 
in 18 institutions having less than $2,000,000 each 
the rate of return decreased from 5.3 per cent in 
1926 to 3.6 per cent in 1935 or a decrease of 1.7 
per cent. In other words, the depression robbed 
the poorly endowed institution of nearly a third 
of its income from investments, while its wealthy 
sister lost but 15 per cent. An obvious conclusion 
to be drawn from these facts is that the smaller 
institutions do not give as much care and atten- 
tion to their investments as do the larger ones. 
There are other reasons for this than just neg- 
lect. Skillfull care of investments costs money 
and poor institutions feel that they cannot afford 
it. Too late they realize that they have been 
penny wise and pound foolish. 


I know of no study that has been made of the 
investment portfolios of hospitals. But I would 
venture to say that an inspection would reveal 
that as a group they have suffered more severely 
than the investments in college portfolios. I 
hazard this statement because the study in col- 
leges reveals that the smaller the endowment the 
less attention it receives and.as a class hospital 
endowments in this country aggregate far less 
than college endowments. Furthermore, hospital 
organizations as a rule have not the facilities for 
caring for investments that colleges have, and 
finally, the supervision of investments does not 
seem to be a subject of much interest to the hos- 
pital world, if this interest can be measured by 
references to the subject in the transactions of 
the American Hospital Association. In 19238 
an address was made to this body in which the 
subject of the proper investments for hospital 
trust funds was lightly touched on. Since then 
with every institution sustaining heavy capital 
losses and decreased returns from endowments, 
the records of the Association are silent as to 
ways and means of averting similar losses when 
depression again lays its heavy hand on our 
funds. It is estimated that there are five to six 
hundred million dollars of endowment fund 
moneys represented in the membership of this 
Association. It is all subject to substantial 
shrinkage. Doubtless very little of it is being 
expertly handled. I believe that this Association 
affords the best possible agency through which 


HOSPITALS 














sion, 
e all 
n as 
mer- 
A pril 
come 
esti- 
S €x- 
turn 
35— 
vhile 
each 
nt in 
f 17 
bbed 
third 
althy 
ision 
aller 
tten- 
ones. 
neg- 
oney 
ford 
been 


f the 
ould 
aveal 
erely 
gs, I 
col- 
t the 
pital 
less 
pital 
; for 
and 
; not 
hos- 
d by 
is of 
1923 
1 the 
pital 
then 
pital 
ents, 
is to 
when 
our 
) six 
fund 
this 
ntial 
eing 
ution 
hich 


“ALS 


which to avoid shrinkage and avert loss. 


Guidance Needed in the Investment and 
Administration of Endowments 


My practical suggestion in closing is that this 
Section request the American Hospital Associa- 
tion Trustees during the coming year to study 
ways and means whereby the Association can 
offer its members effective guidance in the invest- 
ment and administration of its endowment funds. 
Such a service would probably involve the employ- 
ment of professional investment counsel and 
hence expense would be incurred, but this expense 
would be trifling compared to the cost if each in- 
stitution employed its individual investment 
counsel. The service should be such that any 
institutional member could at any time—1) sub- 
mit its whole list of investments for criticism and 
suggestion; 2) submit any specific problem re- 
garding the purchase, sale or exchange of securi- 


the members could secure the guidance through 





ties. In addition a quarterly report should be 
made to participating institutions giving the cur- 
rent economic situation and outlook and other 
analytical data, culminating in suggestions as to 
a fairly specific investment program appropriate 
to the conditions found to be existing at the time. 
Such a service made available to our institutional 
membership would be of incalculable value to 
American Hospitals. 


We have looked briefly far into the past to see 
how the philanthropic urge evolving with civiliza- 
tion has brought into existence the modern hospi- 
tal. We have glimpsed at the present and have 
seen that today the philanthropic urge offers 
myriads of small gifts available to the industrious 
gleaner. We have scanned the horizon of the 
future and conclude that meticulous care of what 
philanthropy has given us assures expending use- 
fulness to our hospitals in the years to come. And 
still there remaineth, faith, hope, and charity, but 
the greatest of these is charity. 
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Changing Values in Hospitalization 


DOROTHY KETCHAM, Ann Arbor, Michigan 


to illness and hospitalization as one of the 

great educational opportunities offered the in- 
dividual by the community in the attempt to es- 
tablish, return to, continue, and cement life and 
health as an objective. The hospital is one of 
those controlled areas more or less rigidly cir- 
cumscribed into which old and young, infants and 
senile, parents and children, married and unmar- 
ried, dependents and independents, lay and pro- 
fessional, cleric and agnostic, male and female, 
employed and unemployed, fat and lean, produc- 
tive and unproductive, personal and impersonal, 
positive and negative, and all sorts and types of 
persons and races gather and even remain at in- 
tervals to attain at the time or later mutual and 
conflicting objectives whether they like it or not. 
The whole process of healing may be for con- 
venience termed essentially one of education and 
re-education in which event our modern hospitals 
become an educational exchange for illnesses in 
an individual and community adjustment pro- 
‘gram. 


Piss ines we are not justified in an approach 


The Hospital as the Health School 


The usual community school seeks to relay 
something of the principles and safeguards of 
health and physiology to its children and patrons 
going further at times to offer opportunity for 
medical care, the correction of physical defects, 
and the problems of health. The hospital being 
an integral part of the medical care program must 
utilize the traits of the school to bring to the in- 
dividual patient a vision of attainable health and 
function not only physical but mental as well: 
regimenting to a degree, guiding and searching 
alike into the establishment of functioning, atti- 
tudes and performance within capacity as the doc- 
tor envisions and requires. But the hospital finds 
its use effective and acceptable only as it is an 
adjustable medical tool able and willing to absorb 
and apply principles, differences of opinion and 
change as they eventuate in a particular situa- 
tion and with a minimum of conflict, raising the 
level of patient participation, widening the bases 
for agreement, directing the formation of a sub- 
sequent policy by an orderly and inclusive pro- 
cedure to permit a more continuous uniformity 
than possible on the initiative and agreement of 
one or two only, drawing the physician into a 
social participation and exchange not based upon 


34 


The Author 


® Dorothy Ketcham is the Director of Social Service at 
the University Hospital, Ann Arbor. Miss Ketcham has 
made a valuable contribution to organized social service 
for the sick in Michigan. 








domination of disease but upon the next feasible 
steps in development for the benefit of all. 


The Hospital as a Social Unit 


In a sense the hospital as a social unit presents 
a remarkable outlay of funds both public and pri- 
vate, confidence, hope and performance, individual 
and professional. What is the result of hospital- 
ization and why is it introduced at a given point 
and not at another is not an idle question but one 
which may prove quite profitable for consideration 
from the medical point of view and disease pic- 
ture or from the community point of view of de- 
pendency and prevention, assistance and control. 
What does the hospital provide which the patient 
does not find in his own home in medical care, 
skilled attendance, expense or release therefrom, 
noise or the absence thereof, housing, food, etc.? 


The evaluation of the hospital as a community 
or financial unit by the average person is rather 


- strikingly presented at times by visitors, patients, 


and even personnel. Recently a group of citizens 
was visiting one of the outstanding medical units 
of the country. The comment of a woman in the 
group to the guide was: ‘Why do we need such 
an institution? It seems to me a colossal waste, 
a place only where people are sent to die.” As one 
of the visiting group I talked rather informally 
with her to ascertain the basis of her judgment 
and was reminded of a young boy who had before 
him the apparently insurmountable difficulty of 
consuming his desert—a delectable date and nut 
pudding. Being unable to withstand adult pres- 
sures and suggestions, in desperation the boy 
slumped down in his chair saying, “I don’t want 
it. It’s too hard and too soft.” A little more 
philosophy may be involved there than we like to 
think of. 


The progress of a disease may be inexorable 
despite the most valiant efforts and subtle strat- 
egy. Two professionals were talking on the ele- 
vator and one remarked, “I enjoy taking care of 
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—— floor. The patients are awfully sick there, 
too sick to disagree with you. You can tell them 
just what to do.” How far is disagreement accept- 
able? Why is it disallowed? The area of ego 
conflict or’ dissension may not sound exclusively 
and unselfishly in the desire to render assistance 
but appears occasionally in a determination to 
control as an inflation of the guiding individual. 
How far is the treatment procedure essential? 
Assistance may and does have professional angles 
but the economic understruts which are agreed in 
statute and procedure may rise to a position of 
participation, even deviation at times, where it is 
no longer insignificant that this or that took place 
but a duly accredited even bona fide representa- 
tive of the government asks: What did you do? 
Why? With what results? What were the costs? 
How are they met? These questions will be in- 
creasingly persistent and a fulcrum which enter- 
ing the field of medical care dispensed not as a 
gift but a public expenditure will tend to guide 
and direct as well as interpret usages in com- 
munity interests. 


The Patient in the Hospital 


The patient or sick person is essentially the iso- 
lated individual. Although we sit at the same 
table and eat the same food the individual par- 
takes thereof as an entity or unit. Those things 
which separate us from others may be geographi- 
cal, cultural, social, or physical in time or space. 
We like the thing which is sounding in the famil- 
iar and are suspicious of the strange or new. In 
the experience of the individual, disease or dis- 
comfort may be acute or chronic; new or old; con- 
tinuous or intermittent; incipient or established. 
One man makes the distinction between disorders 
which follow abuse—indigestion which follows 
over-eating and those disorders over which the 
individual has little if any control, congenital in 
character which the child has acquired through 
no fault or contribution of his own—clubbed feet 
or osteomyelitis. In the galaxy of individuals 
surrounding this hypothetical individual, the phy- 
sician represents knowledge of the disorder and 
anticipated relief of symptoms, reduction of dis- 
comfort, return to health and function, postpone- 
ment of demise. This relationship or confidence 
cannot be disrupted: or postponed without the 
jeopardizing of each and the confusion or annoy- 
ance of all. 


The physician thinks in terms of physical health 
or life and its results upon the individual or com- 
munity. The nurse is pretty closely associated 
with him in matters of physical care, the hos- 
pital an additional opportunity for individual com- 


fort, even distinction. The family see the sick 
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person through the expression of his symptoms. 
How do you feel today is a portal of entry to the 
individual who may or may not say how he does 
or does not feel to his family, his nurse, or his 
physician. Objective tests, such as the ther- 
mometer presents in bodily temperature, will tell 
a part of the picture. However as the person be- 
comes increasingly ill, uncomfortable, or inarticu- 
late, he recedes from his family to a place where 
the essentials of care at the time are conceded: 
bed, nursing service, medical supervision, etc., 
even at great personal sacrifice sometimes. Hos- 
pitalization may be accomplished within the 
household under some circumstances as in the 
case of aged or chronic particularly, or in the in- 
stitutional unit so named and maintained. Sick- 
ness and discomfort, even anticipated demise, re- 
main a not infrequent tool for control used by 
professional or individual not always for unselfish 
ends and judged by results. 


But the necessity for such care changes with 
many circumstances, first of all the condition of 
the patient which may improve markedly; with 
availability or financial or economic ability which 
may at points underlie or determine many allied 
factors. The impasse arising over economic prob- 
lems is no simpler in the hospital than anywhere 
else and the victims of accident or disaster with 
protecting friends do not always enjoy the nego- 
tiations of a fiscal nature prerequisite to agree- 
ment and care. The physician has learned con- 
trol in the physical world but exchange and dip- 
lomatic participation is not always an accompany- 
ing trait in other fields. The necessity for capitu- 
lation confuses, annoys, and affronts when life and 
capacity are at stake. The courts have unquali- 
fiedly conceded the autonomous control in profes- 
sional matters but allied areas of which the eco- 
nomic is one is regarded with suspicion just as the 
social worker is resented not for the assistance 
which she gives which may be real but for the 
potential controls economic and social which she 
symbolizes in delay, defeat, and less frequently 
accomplishes. 


Medical Care in the Hospital 


Medical care per se may be significant to the 
individual and his family whatever their attitude 
may be in the reduction of discomfort and dis- 
function, the prolongation of life and capacities; 
to the community for the expense involved, as 
well as the potential citizenship and employment 
at productive work; or to the professional for 
economic and trade reasons. The results may be 
identified as either positive and negative in char- 
acter or with elements of both, thus, the individ- 
ual may live and be medically very successful but 


35 








entirely non-productive in the family and a con- 
suming unit in the community. Medical care as 
presented in hospitalization may disrupt our usual 
concepts of social usefulness, contribution and 
reciprocity substituting therefor a more limited 
selfish philosophy to insure life and continuity 
or to reduce distress or tension within the family 
group. 


In order to be effective and constructive our 
adventures into illness must be drawn into the life 
stream, plan and use of the individual and family 
as a deepening experience not as a dam to block 
or a cess pool to rot out portions thereof, although 
it may be allowed and defensible in more difficult 
situations. The usual tools of life and rehabili- 
tation, the church, the school, the workshop, the 
library must penetrate through the splendid iso- 
lation of hospitals and professionals to permit sat- 
isfaction, opportunity, and continued growth on 
the part of the patient and his family if long in- 
tervals of valuable time and strength are not to 
be lost or subverted. No trip to a hospital how- 
ever brief but has some lesson to be learned either 
in physiology, personal psyche, or human rela- 
tions. The essentials in this team are physician 
and patient wherever the patient may be, at home, 
in the hospital, in the street. At many points im- 
provements and changes appear to supplement 
and complicate but the persistent and terrifying 
questions the patient, his family, and friends ask 
in illness are: What can I expect? What is next? 
How long do I have? 


Three adults waited anxiously for a man who 
had been all day in a seemingly interminable 
round of questions, examinations, procedures. 
Glimpses showed him at registration, discussing 
fees, at x-ray, here, there, and almost everywhere. 
He finally appeared on the street before them to 
meet the following questions: “How did you come 
out? Don’t you know? They didn’t tell you any- 
thing? Well it seems to me a poor way to do. 
Did they tell you that you would live or that you 
would die? How long do you have?” The nicety 
of the professional questions was not considered. 
A woman and her husband. were debating whether 
the doctor should examine her head. “There’s 
nothing wrong with your head, I don’t know that 
I want him to be knocking around there. Why, 
you’re not crazy, I don’t even want your head ex- 
amined.” The purpose of the procedure was not 
clear or as yet acceptable to him although he 
wanted the patient’s health and vigor restored. 


Patients come to the hospital for many reasons 
but increasing numbers want guidance and inter- 
pretation, encouragement and assistance in a new 
or renewed experience. Great numbers are re- 
turning to take up or continue their lives in whole 
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or in part and at the cross roads which the hos- 
pital presents in medical care ask for the signs, 
the mileage, the rules of the road. 






The so-called “little sick spell” which is more 
or less contemplated by most of us does not ‘al- 
ways find the individual equipped personally, psy- 
chologically, philosophically, financially, or socially 
to fulfill the requirements of medical care, hos- 
pitalization, discomfort, regimentation, conflict, 
change, and uncertainty entailed therein. Then 
too the learning process may be valiantly resisted 
but there are issues where the sequence is in- 
evitable. We find strange new depths to the wells 
of human comfort, courage, and discipline, dis- 
appointment, failure, success, and accomplishment 
within ourselves and others. Community tools 
for attention, opportunities for treatment mean 
a great deal under these circumstances. What is 
the position of the hospital here? Why are its 
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Hospitalization Is Significant in Medical Care t 
Hospitalization remains a significant item in : 
medical care available as a rule through gift, pub- I 
lic or private, rather than claimable on a basis ¢ 
of need, circumstance, or opportunity. Some al- q 
location by statute has to a degree made the op- y 
portunity accessible, not usually on request of the a 
patient but as a professional treatment tool on in 
recommendation of the medical group. A sharp a 
difference of opinion as to medical necessity, abil- @ 
ity to pay and method of payment, duration and Q 
type of care has arisen from time to time within g 
the professional group and between the lay and t] 
the professional group. a 
The impinging of the medical practice acts as : 
interpreted by the individual in a particular sit- 
uation ; the socialized provisions exemplified in the 
compensation of workmen injured by accident or 
occupational disease; the provisions of public med- 
ical care where indigency, dependency, and illness ha 
must accompany affect the hospital, its census, inc 
or volume of business and procedures very really. ste 
Where the matter is not one of medical practice B ay, 
but rather of public welfare or institutional pro- § op, 
cedure agreement to function may be reached. Wi 
Could health or physical efficiency which may 7 
be the determiner of the opportunity and con- 
tinuity of work be termed almost a property right a 
destroyed, postponed or jeopardized in whole or si 
in part by accident, occupation, injury, or disease? 2 
The essence of such damage lies in the injury oF 
treatment which results in incapacity or illness, I 
compensation being contingent then upon loss of BF eas 
time from work or employment, loss of function, J bas 
pain or discomfort to a degree, loss of earning — awe 
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power. Where does the availability, the granting 
or refusal of medical or hospital care lie as it 
relates to the best interest of patient, family, 
physician, or community? What part does the 
hospital play? 


A hospital is in many respects a surprisingly 
complicated institution of responsibility, signifi- 
cance, and opportunity in varying fields of econ- 
omy, finance, human welfare, etc. The changes 
taking place in medical care, the methods of treat- 
ment, financing, and control are reflected within 
an institution, which is itself the image of ideas 
in charity, law, individuality, and conflict trace- 
able even to medieval custom and modified only 
by modern requirement. Hospitals have been the 
recipients of gifts for public service and special 
research to be administered within the strict let- 
ter of the gift—often made many previous dec- 
ades to resolve an intolerable emotional block or 
perhaps initiated and then discontinued by the 
donor. Early medical care acts extended chiefly 
to the maintenance of an institution for indigent 
persons only during active need or ultimate de- 
mise to remove them from public eye and house- 
hold knowledge. Later arose consideration of spe- 
cial groups such as the blind, the crippled, the 
afflicted, the tuberculous; succeeded by those 
whose care is compensated from industrial sources 
as based upon injury; clinical material for teach- 
ing purposes in medical centers; pressure groups 
as shown by later legislation for crippled children 
culminating in the Social Security provision for 
crippled children and in the last years the use of 
government funds not only for indigent within 
their own homes or in need of hospital care in 
acute illness, but for identification, registration, 
diagnosis, study, prevention, research, transporta- 
tion and a host of other items. 


Processes of Socialization in Medical Care 


The processes of socialization in medical care 
have advanced further and more rapidly in some 
individuals, institutions, professions, and circum- 
stances or states than in others. Thus the allow- 
ance of medical care and treatment for some dis- 
orders rather than others is not insignificant. 
Why should the afflicted child need treatment any 
less than the crippled child? From the point of 
View of community values real and constructive 
preventive work has been of encouragement here. 
Crippling conditions are identifiable, perhaps more 
Senerally recognized and more persistently pre- 
sented. 


Industry through accident and occupational dis- 
fase compensation approaches from an economic 
base and very reluctantly considers the individual 
award seeking rather the control of environmen- 
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tal factors to reduce loss and the elimination of 
less than healthy individuals as poor risks finan- 
cially which pyramid carrying costs rather than 
the injured individual who has medical opportu- 
nity and treatment he would otherwise not find 
available, yet he is the one who has the injury, 
does the work, and recovers to seek employment 
again. 


The private hospital by gift or endowment, the 
public hospital, even the teaching hospital, by ca- 
pacity or appropriation offer service for those 
meeting requirements of indigency or inability to 
pay. The gift idea persists, here permitting wide 
discriminations between individuals which may 
not always seem objectively defensible but a 
somewhat subjective evaluation of issues even 
approaching patronage. The syphilis program 
welling up through public health services priming 
the professional pumps along strategic lines; 
cancer with its medical interests as a principal 
mortality problem of the day, typifying the 
approach through some diagnoses. The meth- 
ods of each group differ widely from a rather 
planned approach to conflict methods of domina- 
tion and control not only by professional but lay 
groups. The hospital is the arena of some of 
this discussion and the patient a somewhat cen- 
tral figure of interest. What does he get out of 
it except perhaps a chance to endure a little longer 
which may be of more than passing interest to 
him. 


The patient and family needs and objectives are 
not always synonymous with professional, finan- 
cial, and physical requirements. Thus the patient 
needs care which he is unable to pay for, the fam- 
ily and community need a breadwinner, producer, 
and taxpayer rather than a dependent and con- 
sumer. The doctor, the caseworker, and the hos- 
pital accomplish more by working themselves out 
of a job such as curing the patient rather than by 
prolonging care over long intervals of time, pyra- 
miding expense and compounding dependency 
which may be the line of progress in other cir- 
cumstances. The preventive measures will be of 
increasing significance in whole fields of care even 
permitting some possibility of remuneration 
which will compensate for gain through ill health. 
The original approach of clinical material or pa- 
tients through many medical opportunities or cen- 
ters in fairly undifferentiated sources of gift and 
indigent classification can be broken down at many 
points for significant analyses of cause and effect. 


Necropsies 


How much value is presented to the family by 
the results of careful necropsy examination? 
Some professions are very much interested in the 
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operative period, the time or processes of diag- 
nosis, the alleviation of symptoms, but continued 
concern during an entire period may be difficult 
to sustain or not even encouraged by patient and 
community. The patient must take advantage of 
the opportunity as offered. The clinical teacher 
may be presenting the progress of the disease to 
thirsty students, contrasting methods, advanced 
procedures, tabulated results. The patient under 
these circumstances may or may not be of pri- 
mary consideration except by insistence or query. 


What is the position of the community and the 
individual here? There must be a reciprocity or 
exchange of interests to justify the same. The 
sick person who must initiate the flow of circum- 
stances leading to care has many fences to jump 
and is not always a good bargainer either in the 
initiation of care or the negotiation of treatment. 
The rapid transitions taking place in the field of 
medical care hold extraordinary significance for 
the individual seeking care and for institutions 
and professionals dispersing the same. The mere 
increase in numbers may have an effect as well 
as sources of supply. For example, the chronic 
disease group in time and money absorbs a pro- 
portionately larger amount of public funds, hos- 
pital space, individual participation, more than the 
usual acute conditions. Yet many physicians are 
more interested in the acute rather than chronic 
developments. The negotiation of day after day, 
month after month, even years of declining 
strength and increasing care is often very trying 
to all participants therein, an experience which 
remains with the family long after the illness is 
concluded. 


The Hospital Is Dependent on Good Will 


The hospital is absolutely dependent upon the 
good will of many, the professional group, the 
community, and the patient for continuity of life 
and service. Although an entity in itself with 
extraordinarily technical and complicated prob- 
lems, its interdependence cannot be disrupted at 
any point. It must deal with those seeking power, 
prestige, and authority through gift, contact, 
status or services essential to the entire unit in 
services to the sick for relief of discomfort, con- 
trol of environment, integration of personnel, and 
facilities for care. The physical hospital plant, its 
floors and walls, its paint and space are the visible 
approach to matters of bed assignment, distribu- 
tion of patients, types of beds, etc., but in every 
bed the patient still remains a consideration. The 
walls may be as oppressive to him as satisfying 
to another and in a philosophical sense they are 
extremely significant to negotiate. 
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The sick person is essentially an individualist 
opposing change after a plateau of relief to safe- 
guard what progress is made. Thus a shift of 
the patient from physician to physician, from hos- 
pital to hospital, in which he may or may not be 
a participant or understanding partner tends to 
break down the confidence in assurance or secur- 
ity in care. Any encroachment or change is 
resented in a ratio frequently disproportionate to 
its significance, conversely such proposed change 
as is understood may hold far more satisfaction 
than seems justified at the time. The medical 
program evolves with the physical progress of 
the disease and the condition of the patient, his 
understanding, facilities or resources available, 
medical knowledge or equipment at the time and 
place. Thus the physician is required in his prac- 
tice to do only what a reasonable man with the 
skill of the time would do. If he proceeds too far 
in advance, or lags too far behind current practice, 
he may commit an actionable offense. 


The patient in this picture has some things to 
say but not too much. If the level of his knowledge 
and perception is high even a hint will answer his 
question. Thus the physician asks his attendant, 
“How long was I in the operating room? Only a 
few minutes?” Not a direct statement but an 
answer sufficient for him. He may be dubbed 
difficult to deal with “uncooperative” because he 
inquires too diligently as to what may be anti- 
cipated. But the person who has little professional 
knowledge in general but an intense and continu- 
ous personal knowledge may judge only from 
relief of pain, reduction in irritation, “jitters,” 
or noise. He learns with surprising rapidity the 
tasks of personnel, identifying in a wa, what to 
expect. The attractive baby spoiled by personnel 
laughs and flirts until the first step of the stairs 
leading to the operating room is passed then the 
smiles and gurgles are forgotten, fear and antici- 
pated discomfort rule. The appearance of the 
cart for the operating room empty or loaded is 
not unnoticed by ward patients and freely com- 
mented upon for the deep cameraderie of disaster 
draws persons together for mutuality of protec- 
tion: “His chances aren’t very good, I guess.” 
“She will be all right.” ‘They leave little chil- 
dren.” 


As a means of defense, emotionally personnel 
set up certain protective devices to reduce wear 
and tear; the white coat or uniform covers up al 
entirely human individual whose procedures are 
dictated by many dealing with similar issues. We 
are born and die alone whatever surroundings 
may be. The routinized courtesy and sympathy 
may be as far as we can go in conditioning oul- 
selves. . 
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What Constitutes Hospitalization? 


What is a hospital? On what basis is it defen- 
sible as a community institution? What consti- 
tutes hospitalization? Why is it allowed? Are 
there some fundamental considerations at which 
all groups may arrive as controls in initial allow- 
ance, in the continuity of care, the evaluation of 
results, all of which items are determinable often 
on widely varying bases and far differing objec- 
tives? A current study from the American 
Journal of Public Health outlines some of the 
administrative practices of localities: 


“Hospitalization of the patient in a hospital 
ward for communicable disease by requiring 
removal of a child under five from the home 
should be only for urgent surgical conditions re- 
quiring operative treatment, or where the patient 
is in a hotel, or boarding house, or in a home 
where the environment cannot be made sanitary 
and suitable for the care of the sick.” 


“Removal of a young child to a hospital with a 
pneumonia complicating measles is often danger- 
ous to the child.” 


Baltimore—“Hospitalization is a service ren- - 


dered when circumstances make it desirable, 


especially where the illness of the patient is | 


severe, and on request or consent of the family or 
physician.” 


Chicago—“Hospitalization is required: if isola- 
tion is not observed, if parents are employed and 
there is no one at home to take care of the child.” 


Detroit—“Hospitalization is required where 
modified isolation cannot be carried out.” 


East Orange—“Required when patient is in an 
institution or in a family where medical attention 
cannot be cared for and is encouraged only when 
needed.” 


Los Angeles—“Encouraged only for severe 
cases,” 


Newark—‘“Required for any age patient in a 
hotel, boarding house; encouraged for severe 
cases and those with complications.” 


Syracuse—“We have instructed our nurses to 
endeavor to get every infant with whooping cough 
into the hospital as early as possible and not wait 
until complications appear . . . We have offered 
to take in the new baby directly from the ma- 
ternity hospital to the communicable disease 
hospital for protection, or to remove to the hos- 
pital older children with disease.” 


October, 1937 


Is the tool preventive, palliative. curative? 
What is the objective? 


The physician concededly has focussed his in- 
terest upon the diagnosis, care, and treatment of 
diseased conditions drawing into his use those 
implements necessary to secure results along 
these agreed channels. The hospital in a sense 
has been referred to as a tool for treatment 
purposes with a wide community financial and 
individual investment, professional prestige and 
responsibility not to mention the defeat and suc- 
cesses, hope and confidence of patient and fam- 
ilies for the patient alone has the disease, whose 
progress is watched, whose ramifications studied, 
and results tabulated. The frequency, duration, 
extent and results of the hospitalization will often 
determine attitudes beyond our _ realization. 
Where does it succeed?. Where fail? Toa degree 
there are many measurable factors which must 
be watched and drawn into experience, influencing 
profoundly the attitude of the patient, physician, 
hospital, family and community. Thus the young 
woman in later years says: “The hospital is a 
pretty good friend in fair weather and foul, trying 
at least to be fair and considerate.” 


Hospitalization can be regarded as one of those 
repressive experiences of the individual compara- 
ble in some respects to technological unemploy- 
ment, enforced leisure, dismissal, etc., which can 
be absorbed into the life stream of the individual 
with some positive and negative features relating 
to the intensity, duration, and extent of service 
as well as discomfort, disability and restraint at 
the time or later provided there remains a degree 
of continuity and functioning. At what point 
does the hospital enter the picture? Why? With 
what results? Long periods of separation and 
non-performance lead to many modifications in 
the individual which must be recognized and 
evaluated, reestablished if there is to be com- 
munity functioning or interexchange. 


Social Case Work 


Social case work has been observed as essen- 
tially an educational process in which event the 
tools of education should be applied to widen the 
understanding and deepen the experience of the 
individual approached and approaching. The hos- 
pital school is but one device to absorb energy, 
direct attention and participation. . 


Social Service to live up to its designation must 
serve those in the area of functioning in some 
way of social value. What they do, why they do 
it, how and with what results, should be and 
sometimes is reasonably demonstrable. They may 
function in the continuing stream of service for 
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some administrative end, serve some medical or 
institutional need at the time or from time to 
time. Contact with the individual patient to 
evaluate capacities, circumstances and interests 
within the force of circumstances surrounding 
may give courage and confidence to that patient 
beyond the skill of the worker and consequently 
must be approached carefully and with humility 
through the commonly accepted community tools 
for recognized purposes. The diligent scrutiny of 
methods and objectives may be a real asset to 
patient and community to secure a uniformity of 
interests not before attained. 


The practicing physician approaches through 
the individual patient to the wider problems of 
disease, disability and death, while the public 
health officer approaches through the canons of 
health and quarantine to the control of the indi- 
vidual along lines of value and protection to the 
individual sick or well. The social worker is the 
nut between the prongs of several tweezers, a 
little cracked at times some would caustically 
announce, but with a lot of meat, well adapted to 
nourishment caught in the interstices if you study 
the use carefully and are willing to draw it in for 
the best therein compounded. 


It is entirely possible that the affected individ- 
ual is one of the focal points if not the center of 
the picture in illness. What he wants or needs 
is not always interpreted in his own experience 
and yet his ideas may be quite conclusive so far 
as progress toward common objectives may be 
concerned. The same economic and social, per- 
sonal and individual forces. which affected him 
under one situation at home crop up for attention 
in the hospital. At what point the hospital differs 
from facilities within his home, why and to what 
degree may be significant. His economic status 
and ability or inability to pay for attention may 
be important as a key unlocking the opportunity 
for medical care at home or abroad and yet 
physical need may be the criterion as interpreted 
by one group with sustaining evidence as to bills, 
debts, expenditures, foods, ete. [Illness is an ex- 
perience which viewed from the life history of 
the individual may be of great or minimal signifi- 
cance, drawn promptly into life purposes and 
performance with little confusion or rejected and 
disallowed by patients and others even if the scar 
remains. The type of disease the patient has is 
as important as the type of patient who has the 
disease for there are great areas of pressure and 
fellowship in some fields which are not without 
distinction and even satisfaction at some points 
to many. We must express ourselves through 
our capacities, what we have—and the most sig- 
nificant “have” to some is the disorder, the diffi- 
culty in identification, control or progress thereof. 
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The function and performance of social service 
in an institution varies directly with many identi- 
fiable factors which to a degree by careful pian- 
ning and integration can be controlled and directed 
to effective use rather than permitted to endure 
as a necessary and a required concession. 


Principles of Education Must Be Applied in the 
School of Health 


For casework is not introduced exclusively as 
a means of control however individuals may at- 
tempt to divert and apply the same from time to 
time. It should remain in the hospital or experi- 
ence of illness as essentially a unifying and 
guidance force, an educational tool available for 
and applied to the expansion, enrichment and per- 
formance within capacity and medical require- 
ments for the particular individual and those who 
follow, whose span and grasp of life may be made 
fuller thereby, perhaps less difficult. 


So long as the case worker functions as one of 
the economic gadgets directing or refusing traffic 
she tends to conflict at many points with the 
patient and his family, the physician and his 
recommendation for care, the hospital and its re- 
quired financial program. She should unquestion- 
ably contribute and suggest at many points but 
the assignment of function may postpone rather 
than clarify case service. The economic tool is 
an extremely powerful one not always applied 
with discrimination and which most of us as 
poverty stricken tadpoles approach not as “a great 
game” but an inexorable mentor catching up 
sooner or later and to be beaten off where we can. 
Perhaps Mr. Sawyer is right when he points out 
that the so-called clinic or free case is just as 
expensive or more so than those whose care is 
ticketed and reticketed, compiled and presented 
in red. Bringing up the level of patient participa- 
tion does not modify the one-sided power to 
bargain. 


What is case work and welfare, social service 
and its use? At what points can it be applied 
and to what ends? It may be available on request 
of the patient, on prescription or request of the 
physician, by designation of the hospital, direc- 
tion of the family, community, agency, etc. 


The tools available are those of the usual com- 
munity—education, recreation, library service, 
etc. 


In adjustment to hospital as opposed to home 
maintenance to the method of financing, to in- 
quiry, comment, and examination, to conflicting 
methods of treatment which as a rule the patient 
has no base for evaluation except as a relief of 
discomfort, an inconvenience or even distress a5 
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unaccustomed bathing, foods, toilet requirements, 
etc., the patient stands alone protected only by 
procedure and capacity. He is no bargainer for 
position or consideration since the scales at every 
point are tipped against him. Even the infant 
can give his daddy’s mustache or eyebrow a pain- 
ful tweak in retaliation but the patient returning 
amenities for treatment is beyond the pale—out- 
side! outside! One who has for years dealt with 
individuals in illness may have a mellowing grasp 
of its significance. Many who enter medicine, 
nursing, medical social work, records, etc., do so 
not only for a livelihood but because of some 
previous association in family, friends, vocation, 
etc. Young folks must learn to deal with delica- 
cies or refinements of issues, old folks sometimes 
forget or disregard the differences unwittingly, 
through fatigue or defense. What happens to the 
patient? We explain but is our explanation really 
such? Are we presenting to students ideas of 
skill, prestige, knowledge, power as they relate 
not to economic returns but as a human experi- 
ence through which we all pass and in which the 
intangibles of kindliness, patience, encourage- 
ment, and understanding rank as high or higher 
than some other qualities? “He knows a lot, 
but he’s a hog for money” or “If you want to see 
him you’ll have to pay for it, and you will have 
to go to him. There isn’t anyone like him and 
your satisfaction will be for a lifetime.” 


There was a time when the school said in part 
here is the factual material, take it or leave it 
using it for such purposes as you will. Today 
they offer tryout experience, guidance, and oppor- 
tunity rooms to better prepare for functioning. 
Health and illness are positive and negative char- 
acters in reality and possibility appearing as 
conclusive or continuing factors in many lives. 


The schools, public and private, which deal 
constantly with the translation of experience and 
the induction of the child into understood life 
opportunities, have found that there must be a 
mutuality of objectives and exchange with failure 
at any point possible in the team. However im- 
portant the imparting of knowledge may be the 
resultant citizens are of even greater significance 
and the incidental classroom experiences have 
been found to be remarkably effective. Regimen- 
tation and expression have not always been found 
to be the most encouraging tools for guided 
expansion yet the sick person placed on a bradford 
frame is expected to get accustomed to it imme- 
diately and become exuberantly happy over the 
Prospect of perhaps three to six months or more 
thereon for possible improvement. The physician 
Cannot and will not promise cure and the patient 
has no simple task in his enforced idleness and 
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succession of hours. Principles of educational 
opportunity must be applied or available not only 
to professionals whose very instruction is drawn 
from the indigent he looks upon often without 
too much concern but for the benefit, understand- 
ing, enrichment, and performance of the patient 
himself in the things he wants to do. 


The hospital in a sense is a wedge which makes 
medical care more effective in community per- 
formance drawing together widely differing types 
for mutual use where the consideration of the 
medical program and its professional segments 
must be approached not as autonomous units but 
as participants in a long growth program evalu- 
ated ultimately in many respects as to results, 
in functioning, financial discomfort, rejections, 
actual performance, attitudes, etc., on the part 
of many individuals and communities near or 
remote to the situation. 


Just as guidance is one of the recognized func- 
tions of the school in a situation increasingly 
difficult for young and growing persons and so 
guidance may appear as an increasing factor in 
the school of health and disease we know or term 
a hospital. 








Reverend John W. 
Barrett, Director of 
Catholic Hospitals, 
Archdiocese of Chi- 
cago, and Newly 
Elected Second Vice- 
President of the 
American Hospital 
Association 





The Charitable Element in the Support 
of Voluntary Hospitals 


WILLIAM A. SUMNER, Paterson, New Jersey 


before the meeting of the New Jersey Hospital 

Association held in Atlantic City in September 
of last year I discussed the question, “On Whom 
Should the Responsibility Rest to Determine Hos- 
pital Community Policies,” and I concluded that 
such responsibility in the case of a voluntary hos- 
pital such as the Paterson General Hospital, of 
which I had and still have the honor of being pres- 
ident, rested on the Board of Managers as the 
trustees of the charitable funds with which the 
institution had been established and by which it 
is maintained. The address was published, and 
some of you here may have heard or read it and 
may therefore be familiar with the line of thought 
I endeavored to express. 


tf a brief address which I had the honor to make 


Along a somewhat similar line of thought I pro- 
pose to discuss, very briefly, the charitable ele- 
ment in the maintenance of the voluntary hospital 
as distinguished from the institution managed by 
public officials and maintained by public funds 
raised by taxation. 


I agree with Cardinal Hayes, in the views he 
expressed some time ago, as to the great moral 
value of the charitable element in the service to 
the community afforded by such institutions as 
hospitals, supported by free charitable gifts of 
those having the means, for the benefit of those 
unable to care for themselves; that is to say, un- 
able to pay for their own care. Certainly, so far 
as the giver is concerned it is a more beautiful 
and delightful thing to give a dollar freely for the 
benefit of a fellowman than to pay a tax of fifty 
cents for the same purpose. As to the recipients, 
not all of them may be appreciative of the spirit 
in which the gifts are made and should be re- 
ceived; but neither do the inmates of public insti- 
tutions appear to feel, as they certainly do not 
show, any particular gratitude towards the tax- 
payers whose monies are supporting the institu- 
tion. As to the latter, their natural disposition 
is to dodge, as far as possible, at which attitude 
people in Washington seem to be so much sur- 
prised and distressed. 


As an historical fact, hospitals were first 
founded as charitable institutions. While I have 
made no particular study of their history, I think 
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it is correct to say that hospitals were first 
founded by the medieval Church in the religious 
spirit of affording alms and relief to the sick and 
suffering poor. That spirit can be traced to the 
parable of the Good Samaritan. 


I further believe it to be true that except in the 
countries in the world where that spirit prevails, 
no such institutions as hospitals have been estab- 
lished by the native peoples, or not until their con- 
tact with Europeans—not in-India or China, not 
in pagan Rome, or Greece. In those countries and 
in ancient time people were callous to the suffer- 
ing of their fellowmen and felt no responsibility 
to afford relief. To this day, I believe, that atti- 
tude largely prevails throughout the Orient. 


The Spirit of Charity Stimulates Scientific 
Discovery 


While the modern hospital has gone a long way 
since the middle ages, the spirit still prevails that 
the healthy in body and the able in means shall 
extend their help to the sick and destitute. 
A similar spirit to an appreciable degree moves 
the scientist in the search for knowledge that 
may be applied for the benefit of the suffer- 
ing. At any rate, we know that the scientific 
spirit of a search for new knowledge based upon 
ascertained facts never developed outside of 
Europe or America until introduced from these 
sources. How long the scientific spirit can be sus- 
tained in the absence of the feeling of benevolence 
no one, of course, can say; but personally I do not 
feel that laboratories supported by taxation will 
tend to make many new or important scientific dis- 
coveries. As to this last recommendation, I wish 
it to be understood that I do not overlook such 
fine work as that of Dr. Park in the New York 
City Health Department, or the research work be- 
ing done in some of the state universities and 
other public bodies which I will not attempt to 
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mention, all of which are things of the present. In 
that respect I may be looking far into the future, 
until such time as pure science, if there is such a 
thing, has prevailed over the spirit of charity. 
But, meanwhile, may I quote Carlyle as having 
said somewhere in his writings: “Consider how 
the beginning of all Thought with the name is 
Love; and the wise head never yet was without 
first the generous heart.” 


Partnership of Medical Profession and Hospital in 
Works of Charity Endangered 


But aside from the moral and spiritual element 
in the matter the character of the voluntary 
charitable institution, in respect to the sources 
of its financial support, should be maintained 
for other reasons. One of the most important 
of such reasons, it seems to me, involves the 
question of the relations of the medical profession 
to the hospital. In the voluntary hospital there 
are two distinct bodies dispensing their charity 
for the benefit of the poor. They are the members 
of the public who freely give their money and the 
doctors and surgeons who freely give their serv- 
ices. The one class pays the bills and the others 
do the work. Without that work there would be 
no hospital in the modern sense. It is this free 
service rendered by the medical profession for the 
destitute that has been its great glory, and it is 
no detraction from its nobility of character that 
there have been other professional motives. 


When Tax Monies Take the Place of Free Gifts 


So long as the partnership in the benevolent 
work of the hospital was fully maintained between 
the members of the public, with their free chari- 
table gifts paying the bills and the medical pro- 
fession giving their services freely, there appeared 
to be no spirit of reluctance on the part of the pro- 
fession in the doing of their good work, but such 
a spirit has been arising lately and appears to be 
growing. It owes its origin to the tendency on 
the part of the voluntary hospital to look for 
financial relief to municipal bodies dispensing 
the taxpayers’ money. The management has been 
driven to such recourse largely because of the 
falling off in the amount of charitable support. 
But to the extent that tax monies take the place 
of free gifts in the support of the hospital, it 
ceases to be a charitable institution, and to the 
same extent the reason for the free service of the 
doctor or surgeon ceases. If the hospital is to be 
paid on a per capita basis at per diem rates out of 
public monies for the care of the destitute, the 
doctors are beginning to feel, and to say, that they 
should also receive pay for their services upon a 
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similar basis, and I am inclined to agree with that 
attitude. 


By way of parenthesis, I may say that I use the 
term destitute to include both the indigent pa- 
tients receiving public relief as public charges, 
and poor persons, not receiving such relief but 
unable to pay anything for their care or treatment 
either to the hospital or to the doctor. 


As shown by the statistics contained in Chapter 
IV written by Gertrude Sturges, M.D., and Fran- 
cisca K. Thomas, A.B., in the report of the Study 
Committee, Volume II, “Hospital Survey for New 
York,” referring particularly to table 21, page 197, 
in the period of five years, 1930-34, there was a 
large increase in service for public charges in vol- 
untary hospitals in New York City and the Metro- 
politan District and a decline in free services to 
others than public charges, and this, according to 
the views I am endeavoring to express, is unfor- 
tunate. 


As to our own hospital, the Paterson General, 
we do receive assistance from public funds. The 
City of Paterson makes a lump sum appropriation 
of $80,000 per annum for the benefit of the three 
voluntary hospitals in the city, which has a popu- 
lation of something over 130,000, which is appor- 
tioned among them upon the basis of the amount 
of free services rendered by them respectively. 
The Board of Freeholders of Passaic County also 
makes an annual appropriation of $40,000 for the 
benefit of the six voluntary hospitals within the 
county, namely, those in the City of Passaic and 
the City of Paterson, which appropriation is like- 
wise distributed upon the basis of the amount of 
free service rendered by each hospital. . 


While our hospital has been driven to accept 
this assistance by financial necessity, it has been 
our policy, for which I believe I am largely re- 
sponsible, but supported by our Financial Commit- 
tee and our Board of Managers, not to seek any 
increase in any public assistance unless driven to 
do so. Pursuant to that policy I may say that not 
long ago, although we received an intimation that 
an application by the three hospitals in the City 
of Paterson for an increase of the appropriation 
by the city would receive sympathetic considera- 
tion by the municipal authorities, we decided not 
to join in any such application, and I believe the 
matter ended there. 


From these two public sources I have mentioned 
we received approximately the total sum of $37,- 
000 for the year 1936, as compared with some- 
thing over $47,000 paid by ward patients for their 
own care, such public assistance being less than 
eleven per cent of all the hospital income from all 
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sources during the year, including receipts from 
all patients. This amount received through public 
appropriation also compares with the sum of 
$153,780, which was the total cost of all free pa- 
tients, calculated at $4.19 per diem, average cost 
of the operation of the hospital during the year, 
who paid nothing for their care. During the same 
year we received charitable contributions for an- 
nual support amounting to about $40,000, of which 
amount three-quarters was obtained through the 
Community Chest. 


Are Doctors to Be Paid Out of Public Monies? 


Reverting to the question of payment to the 
doctors and surgeons for the services which they 
have heretofore rendered in the wards, without 
pay, the funds must necessarily be provided by 
public appropriation of monies raised by taxation, 
as I think it safe to say that there is no voluntary 
hospital which could bear the additional expense 
out of its own funds. 


If the doctors are to be paid out of public 
monies, then in that respect they will become pub- 
lic officials. If they are to become such officials, 
then it seems to me inevitable that politics are 
bound to enter. At that point I will simply ask 
these questions which I will not attempt to an- 


swer: Who will select these doctors receivine the 
public monies and how will they get themselves 
selected? If nominally their selection is left to 
the official boards of the hospitals which now make 
the appointments, what outside influences would 
be brought t» bear? I wonder how the medical 
profession and medical science are progressing in 
Russia? It will probably require a generation to 
answer the question. 


Here I find I am verging dangerously on the 
brink of State Medicine, from which I hastily 
withdraw. However, one may surmise to which 
side of the question I incline. 


I think by the foregoing I have sufficiently indi- 
cated my own views and I am endeavoring to ex- 
press nothing further regarding the beneficent 
character of the voluntary hospital and the de- 
sirability of cherishing and sustaining its chari- 
table nature. To that end I have no suggestions 
to offer, except that every effort should be made 
to revive the benevolent spirit of free giving. That 
spirit has undoubtedly waned in recent years. It 
has not been due entirely to the “Depression,” 
which has served as an excuse for many hereto- 
fore liberal givers. I believe it can be revived, for 
it is implicit in the free spirit of Americanism. 








The American Hospital of Paris Receives the American Delegates to the International Hospital Congress 
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Address of Welcome 


His Excellency HAROLD G. HOFFMAN, Governor of New Jersey 


New Jersey to welcome a gathering of this kind 

to Atlantic City which has been created as a 
national recreation center and has its being for 
the pleasure and good health of the millions of 
Americans who annually spend a part of the year 
as its guests. Perhaps I need not remind you 
that a conference of Governors under the auspices 
of the American Council of State Governments 
is meeting currently in a nearby hotel. New Jer- 
sey, and particularly Atlantic City, is used to en- 
tertaining personages of distinction in their mo- 
ments of personal relaxation and on occasions of 
this kind where gatherings are held for purposes 
of counsel and planning for future progress. 


[ IS ALWAYS a pleasure for the Governor of 


Whenever the Governor of New Jersey meets 
a group representing the hospitals of the country 
the interest is centered not so much on the Gov- 
ernor’s personal health but upon the clinical state 
of the public treasury. We have come to realize 
rather generally in this country that the condi- 
tion of the public treasury is of utmost impor- 
tance in the financing of the work of our general 
hospitals. We have by this time become accus- 
tomed to the fact that the municipal, county, and 
state treasuries must bear an active share in the 
financing of the cost of hospital service for the 
indigent and those of small resources. 


Studies of the resources of hospitals which are 
available for meeting deficiencies in the cost of 
service have been made in New Jersey from time 
to time and as a result of our observation we have 
come to the conclusion that from 70 to 75 per cent 
of the money required to finance the deficiency 
budgets of our hospitals must come from public 
funds. We realize in New Jersey that only 25 to 
30 per cent of such deficiencies can be financed 
from private contributions and the income of en- 
dowments. I take it that what is true in this 
State may also be considered to be generally true 
elsewhere. 


New Jersey was one of the first states, and as 
1 understand it, one of the few states, which in- 
sisted on using public relief funds for the financ- 
ing of hospital and medical service during the 
emergency relief period. New Jersey had already 
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adopted a program of financial cooperation with 
the hospitals through state contributions when 
the Federal Government assumed the burden of 
participating in the emergency relief program. 
In spite of the fact that the Federal Government 
refused to match funds for hospital services the 
Emergency Relief Administration of New Jersey 
persisted in contributing state funds to hospital 
services throughout the emergency relief period. 
The policy of recognizing illness as one requiring 
emergency financing was also extended to the 
services of physicians and dentists. 


Sound business methods were followed in ad- 
ministering this financial assistance program. 
Payments to hospitals were made on a per diem 
basis and the hospitals cooperated fully in the 
labor of producing the individual records upon 
which such payments could be made. During four 
years of emergency relief service the New Jersey 
treasury contributed in excess of $4,500,000 for 
the care of needy patients in hospitals. 


Perhaps it is not necessary to remind a group 
of persons responsible for hospital administration 
that New Jersey was one of the first states to 
pass a hospital lien law. This was accomplished 
in 1930 and the legislation, I am told, has been 
widely adopted elsewhere. The hospital lien law 
has been a source of substantial assistance to the 
hospitals and has been especially effective in se- 
curing recoveries from automobile accident cases. 
At the present time the New Jersey general hos- 
pitals are recovering from $300,000 to $400,000 a 
year as a result of this law. 


Nor perhaps need I remind you that New Jersey 
was one of the first states to experiment with the 
group plan of hospital insurance. Experiments 
by the Essex and Union County hospitals were 
among the first to establish the practicability and 
popularity of this plan which is rapidly spreading 
to communities all over the country. Thousands 
of persons who otherwise might find difficulty in 
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financing emergency hospital services have been 
enabled to meet the emergencies when they arose 
from the exercise of foresight in participating in 
the group plan. Needless to say this enhanced 
ability on the part of individuals to meet their 
hospital bills has been an inestimable service to 
the financial officers of our hospitals. I think we 
may assume that the group insurance plan of 
financing hospital service is now firmly estab- 
lished and will eventually result in producing a 
substantial and continuing source of dependable 
revenue for the maintenance and extension of our 
hospital services. 


While you are in New Jersey I think many of 
you will be interested in visiting the Atlantic City 
General Hospital and perhaps some of our nearby 
public institutions. The mental hospitals at Marl- 
boro near Freehold, at Trenton, and at Greystone 
Park will be glad to welcome members of this 
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conference and to show them the plants which 
have been .developed by the State of New Jersey 
to cope with the problem of mental disease. 


In this connection I wish also to call your atten- 
tion to the Hudson County Medical Center at Jer- 
sey City and to the various tuberculosis sanatoria 
—one at Glen Gardner being operated by the 
State, and others by various counties. In all of 
these the most up-to-date methods of treating 
chronic and acute disease are employed and the 
equipment is of the best. 


It is probably unnecessary for me to invite you 
to make yourselves at home here in Atlantic City 
and to point out to you the facilities for enter- 
tainment and rest which have been developed for 
your benefit here. New Jersey is proud of Atlan- 
tic City and of its exhilarating climate. We hope 
your visit here will be not only profitable but 
pleasant and that you will want to come often. 
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The Patient and the Public; the Community 
Aspect of Health Education 


HENRY L. LAMBDIN, Ph.D., Summit, New Jersey 


city. One may come by air-line, securing, as 

one does, a bird’s-eye or panoramic view. Or, 
one may arrive by train or car, through tunnels, 
and find one’s way through subways and crowded 
streets. This has been called, with singular fit- 
ness, a worm’s-eye view. The bird’s-eye approach 
is geographically inclusive, but missed the noise, 
the clatter, the hubbub, the jostling, the smells, 
the fragmentary glimpses and picturesque details. 
One needs both approaches for complete under- 
standing of anything, be it a city, an institution, 
or any significant department of human life. 


Tew. are two approaches to a great modern 


My function here is to be a voice from the 
crowd, an utterly unprofessional but curious per- 
son, who has impressions and is permitted to utter 
them, whether mistaken or correct. Some years 
ago I took a small boy from the country for his 
first visit to New York City. I was surprised at 
the things which provoked his curiosity. “Where 
do they generate the steam which is escaping from 
the man-hole covers?” “What are those shiny 
pipe-like things on the engine-covers of the taxi- 
cabs for?” “How do people sleep in those rooms 
next to the elevated?” There was no predicting 
where his curiosity would strike. I hope that mine 
shall be equally unpredictable. 


May I ask then, “What is a hospital?” If one 
desires to make contact with it I suppose one 
would be asked: “Are you a prospective pa- 
tient or a Brush Man?” “Neither, I am public 
relations counsel,” let us say, “and I wish to edu- 
cate the community as to the service a hospitai 
can render.” “Who or what is officially the hos- 
pital?” “Is it the trustees, the medical staff; or 
the superintendent and administrative officials?” 
The trustees? They are not technical experts. The 
doctors? Not unless they kept themselves and 
their achievements out of the picture. The su- 
perintendent? Not unless he were authorized to 
and unless he were relieved from a vast burden 
- of details now resting on him. The local Board 
of Health? Or the City Health Officer? Just 
what is the coordinate relation between a hospital 
and the Board of Health, and the school of nurs- 
ing, and the laboratories? Where is their inter- 
preter so far as the community is concerned? Are 
they a service or a superfluity ? 
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Such are the questions I am asking, trying to 
discover who and what is officially the hospital if 
one is to focus the community’s mind upon the 
story of the hospital and its services. 

I would then ask “At what is the hospital aim- 
ing in respect to community health?” Is the cele- 
brated dictum of Dr. Herman M. Biggs still true, - 
namely, “Public Health is purchasable; within 
natural limitations a community can determine its 
own death rate.” If it is true, could a hospital re- 
port make that so graphic that it would be im- 
pressive? Perhaps the doctors get some satisfac- 
tion out of the page which reports so many ton- 
sillectomy, appendectomy, and _ gastero-inter- 
ostemy, along with all the other ectomy and 
ostemy operations, but the community gets more 
stimulation from a paragraph about Pasquale 
Sassoferato, my friend at the service station, 
whose tonsils should have been removed last year, 
but were not, and now the community through the 
hospital has had to care for him for four months, 
laid up as he is with an impaired heart, muscular 
rheumatism and what not, at a cost of $25 per 
week and the end not yet in sight. Does any hos- 
pital report ever reach the public analyzing the 
number of cases where an ounce of prevention 
would be worth many pounds of cure? Does the 
hospital announce that it is making its preventive 
service as inexpensive and as generally available 
as possible, realizing that the curative and con- 
valescent measures can never be inexpensive? 
What human interest as well as educational mate- 
rial would a public relations counsellor find in our 
hospitals which we would graphically set forth in 
reports which would cultivate the community’s 
interest and suppport? 

Here is a man, a chronic case, whose physician 
I know well. “What do you do with such cases?” 
I ask, “Well, I send them first over to the T. B. 
hospital, where they have to keep them for two 
weeks until they have gone through the routine 
examinations to find out that they do not have 
tuberculosis. Then I send them up to the hospital 
in your town, where the township has to pay for 
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them for three weeks, and after that we dump 
them on the nearest relative, if we can find one, 
no matter how hard up he may be.” That is in 
the county in which I live, the one with the sky- 
scraper court house and the jail at the top of it, 
erected by an enlightened board of freeholders 
at a cost of several millions. Ought that to hap- 
pen if the already existent hospitals, medical staff, 
health centers, board of health, health officers, 
etc., had a definable aim as respects community 
health, and a voice to set forth that aim? 


Then, I should like to ask, “Is the hospital pri- 
mary and central in the matter of health educa- 
tion?” In 1927, the Committee on Costs of Medi- 
cal Care began its work. Five years later, it had 
compiled 26 reports composed of factual data, and 
upon these it based the recommendation that there 
should be a unification of all medical service, both 
preventive and therapeutic by the organization of 
groups of physicians, dentists, nurses, pharma- 
cists, preferably around a hospital. There groups 
were to render complete home, office, and hospital 
care, the costs to be borne by means of a group 
payment basis, through insurance, taxation or 
both. 

Now I am not arguing for the validity of their 
recommendations. I am pointing out that the hos- 
pital was primary and central in the thought of 
that committee in respect to preventive and thera- 
peutic service. But, I ask, “How can a hospital be 
first in the matter of preventive service unless it 
is first in the matter of health education in the 
community ?” 

Continuing with my small-boy inquisitiveness, 
may I ask, “Would it be possible in the state of 
New Jersey to have two demonstration areas as 
nearly alike as possible, one to have complete at- 
tention in the way of the unified medical service 
recommended by the Committee on Costs of Medi- 
cal Care, and the other to serve simply as an ex- 
ample, perhaps a horrible example, of the present 
way of doing things?” I know that there have 
been demonstrations in connection with the pre- 
vention of certain diseases and infantile illness in 
slum areas, but the public needs to witness or be 
informed as to what can be accomplished definite- 
ly for a given area where a hospital undertakes a 
unified and complete medical service. 

Is it not possible that the very attempt at such 
a demonstration might dramatize that neglect of 
provisions which now exists for victims of ven- 
ereal disease and nervous and mental cases? It 
might also picture to us what should be done 
toward care for convalescents and the chronically 
ill. But any hospital which would attempt this 
would begin to demonstrate that it is as an insti- 
tution the primary and central force in educating 
the community toward health. 
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These questions have been the product of 
worm’s eye views. Now let us take a flight above 
the whole subject. Beneath us we can see various 
agencies at work: anti-tuberculosis societies; can- 
cer research organizations; societies for combat- 
ing venereal disease; people promoting eugenic 
legislation; school nurses insisting on vaccina- 
tions, Schick tests, or on the lookout for pedicu- 
lous heads; board of health contending for sanita- 
tion, better housing, safe water and milk supplies; 
health centers promoting personal hygiene and 
pointing the way to preventive and curative agen- 
cies; visiting nurses’ associations and Red Cross 
organizations; social workers reminding us that a 
certain standard of living is necessary for the 
maintenance of health, and so on. 


The situation is distinctly similar to that which 
prevails in virtually all modern life. Some years 
ago, Professor Alfred N. Whitehead of Harvard, 
in his book, “Science and the Modern World,” 
pointed out that the empirical sciences were be- 
coming what he called a “series of adhoc hypothe- 
ses,” for lack of “a prevalent philosophy of life.” 
That is, each particular science, whether -physics 
or chemistry or biology or astronomy or their sub- 
divisions, or whether psychology or sociology, was 
proceeding on its own without a sense of its rela- 
tion to other sciences, and above all, without think- 
ing of itself as a department of a prevalent phil- 
osophy which will relate and unify the whole. 

Is not the situation in respect to health move- 
ments and agencies quite similar? What shall do 
the unifying and relating if not the hospital? And 
for this reason, the service of health is a service 
to the whole man. As Dr. Richard C. Cabot is for- 
ever insisting, “One does not treat merely sick 
heads or sick stomachs, but sick men.” How is 
the hospital to train doctors and nurses to think 
of rendering service to the entire man if it does 
not think of itself as that sort of an institution, 
first, last, and all the time. 

I would close by noting that we have all sorts of 
popularizers of knowledge on the pages of our 
daily press. In the evening paper which I read 
there are special writers on the subject of the care 
of infants, the relation of dietetics and health, 
three writers on the matters that are primarily 
psychological, a column on the care of teeth, and 
one medical writer. I have wondered why no 
physician or hospital superintendent or qualified 
special writer has not taken up the subject of, 
“The Hospital and the Service It Renders or Can 
Render You.” When I consider the enormous in- 
vestment in property and personnel, and the vast 
array of facts coming to light in the recent survey 
of the metropolitan hospital situation, I would say 
that the time for such an interpreter is long 
overdue. 
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How Shall the Hospital Develop to Meet 
the Demand of the Future? 


WILLIAM J. ELLIS, Ph.D., LL.D., Trenton, New Jersey 


anomaly: It must be business-like. At the 

same time it can never be a business. The 
hospital represents a huge monetary investment; 
it employs highly specialized administrative 
talent; it utilizes professional skill often amount- 
ing to genius; its scientific equipment is valued at 
many millions. It has the earmarks of business, 
yet to be purely a business would defeat the very 
end for which it is created. 


To American hospital presents a singular 


When all is said that can be said about the hos- 
pital, it still is a form of social service. Its min- 
istrations are based on the needs of individuals, 
rather than on their ability to pay for those serv- 
ices. Within that frame-work, the hospital of the 
future must develop just as the hospital of the 
past has grown into the institution it is today. 
The hospital exists for the community and not 
for any special group, whether nurses, doctors, or 
trustees. 


Spirit of Service 


The spirit of service among hospitals, as well 
as among physicians, will always be present. If it 
were not, hospitals and physicians would think 
only in terms of financial profits. From being 
arts, the operation of hospitals and the practice of 
medicine would assume the level of trades. Hos- 
pitals and physicians would both lose caste. It is 
well known that this state of affairs does not hold. 
It is well established that hospitals and physicians 
do not think in terms of profits but of service. 


Two Hospital Groups 


When the hospital of today is spoken of, it is 
commonly the voluntary general hospital that is 
meant. This is usually an institution unrelated to 
other health agencies excepting in superficial 
Ways. It is in contact with individual members 
of the public only at the start or in the midst of 
some crisis of health. 


In addition to these institutions, there is an- 
other class of hospital, the government hospital. 
Although government institutions are often 
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thought of only in terms of special hospitals such 
as mental, tuberculous, and contagious institu- 
tions, they also constitute a considerable number 
of general hospitals. Government general hos- 
pitals account for 12 per cent of such institutions 
and provide 23 per cent of the beds. Besides that, 
the startling fact is that government hospitals 
for the insane provide about an equal number of 
beds to those of general patients. 


Despite the non-profit motive actuating volun- 
tary hospitals in their work, these institutions 
must live. They must have adequate support. 
They exist primarily for the welfare of their 
patients and if the institutions do not have sup- 
port these patients will be the ultimate losers. 


Classes of Patients 


Since the chief interest of the hospital lies in 
the well-being of the patient, any forecast as to 
the development of the hospital must be predi- 
cated upon what the future needs of the patients 
are going to be. 


Just what is the present picture of the hospitals 
viewed in the light of their patients? Who are 
the people to whom this art ministers? 


It has been determined that about 8,000,000 
people receive hospital treatment of all types dur- 
ing the course of a year. These individuals can 
be divided into three sections: 


1 Those who can afford to pay for service ren- 
dered to them and who do pay for that service. 


2 Those who can meet the financial demands of 
ordinary life but to whom a hospital experience is 
a major and unlooked-for financial catastrophe. 
They make it a point—call it honor or pride— 
somehow to meet their medical and hospitals bills 
either in whole or in part, sometimes by a hos- 
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pital insurance plan, to which reference will be 
made later. 


3 Those who cannot pay for their care but on 
whose behalf something is paid, usually through 
grants of funds. 


To be true to its ideals, the hospital cannot 
ignore any of these classes. The first group, of 
course, presents no problem at all. It is with the 
last two groups that questions are arising now 
and will continue to arise for some little time be- 
fore hospital management will be brought to that 
state of equilibrium which will mean justice to 
itself and the utmost aid to its patients. 


Expenses Must Be Paid 


It is quite obvious that whenever a patient is 
admitted to a hospital, some person or some or- 
ganization must defray the expense of his care. 
In the past, for those who were unable to pay the 
cost of their hospitalization, the bill. was paid 
through charity, sometimes in the form of an 
organization, sometimes by an individual, some- 
times through government aid. 


The economic position in which the voluntary 
hospital finds itself today and perhaps for some 
time to come has been quite accurately described 
in the report of the American Foundation: 


“In sharp contrast to the stability and perma- 
nence of the hospital’s function is its present 
economic status. Of the voluntary hospitals of 
the country generally it may be said that their 
support is chaotic and insecure. It follows that 
most of them are meeting the demand upon them 
not in accordance with the size of the demand but 
in accordance with the amount of money they can 
muster from their diminished endowments, sup- 
plemented by ‘Charity’ contributions extracted 
through drives, appeals, and other forms of ‘be- 
nevolent extortion’.’’* 


Dr. William B. Thompson, of the Department 
of Practice of Medicine, College of Physicians and 
Surgeons, Columbia University, has this to say: 


“Certain trends obviously exist and they are all, 
I guess, caused by the inadequacy of the current 
medical economic state. It is just plain ridiculous 
that hospitals are not financially stabilized. It 
is absurd that people can’t afford to be sick, or 
die, that doctors shouldn’t be adequately paid, 
that hospitals, in order to survive must depend on 
fairy god-fathers or community chests or selling 
buttons or holding a dog show. I think there’s 
just got to be some adequate routine procedure 
for maintaining hospitals in a solvent condition 


*American Medicine—Expert Testimony Out of Court—The 
American Foundation—1937. 
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and I believe the days of our fairy god-fathers 
are numbered.” 


Some observers profess to believe that the day 
of private philanthropic support for voluntary 
hospitals may be waning. We cannot admit any- 
thing like that. If there is a temporary flight of 
private capital away from hospitals, there is added 
the pull in the opposite direction. That force is 
represented in the number of indigent people in 
need of hospital care. 


' Increased Indigent Care 


Mounting problems of material relief during 
the depression had their counterpart ia increased 
medical and hospital care for the indigent. The 
sense of community responsibility toward the 
needy has been crystallized and recognized in the 
social security laws enacted by Federal and State 
jurisdictions. 


Whatever trend the economic life of the coun- 
try may take, this sense of social responsibility 
will probably remain. The more adequate and 
personal care of the indigent is here to stay. 


That the voluntary hospital has a large part in 
this work can be realized by even a superficial 
glance at hospital coverage the country over. It 
is necessary only to cite these statistics to indi- 
cate the burden which is now, and which will 
continue to be on the voluntary general hospital. 


In 43 per cent of the 3,073 counties in the 
United States, containing about 36 per cent of 
the population, there are no government hospitals 
at all. In 5 per cent of the counties, containing a 
mere 3 per cent of the population, general hospital 
care is entirely in the hands of governmental in- 
stitutions. 


In 296 counties, which is almost 10 per cent of 
the number, having 46 per cent of the population, 
government and non-government hospitals divide 
between them the institutional facilities for the 
care of the sick. 


Public Funds for Voluntary Hospitals 


With this uneven distribution of public and 
voluntary hospital units, there is no question of 
the justice of payment of public funds for the 
support of indigent patients in private institu 
tions. 


Again in the words of the American Founda- 
tion: 


“It is largely through the hospital that the gov- 
ernment must accomplish its function and its 


‘responsibility to the indigent sick and the low 


income group, the medically indigent—unless the 
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government elects the alternate possibility of 
duplicating medical facilities for one economic 


group.” 


The only question is how payment is to be made. 
Scarcely anyone would admit that payment of 
public funds for indigent care in lump sum sub- 
sidies is desirable. The American Hospital Asso- 
ciation itself, jointly with the American Public 
Welfare Association, has said as much. Any 
method of providing rewards for hospital deficits 
is most objectionable. 


Granted the fairness of using public money for 
private hospital, care, the only alternative is to 
expend that money on the basis of the number 
of indigent patients treated and the number of 
days of their hospitalization. 


Accounting Expansion 


This at once points to the probable need for 
complete, uniform hospital accounting systems 
with the right conceded to the public agency mak- 
ing payments for indigents to inspect those ac- 
counts. The authority paying for indigent care 
would also insist upon investigations into the 
fnancial status of the needy requiring hospital 
care. 


That would still leave unprotected the emer- 
gency case for which hurried hospital treatment 
is imperative. These cases cannot wait upon a 
protracted investigation period. It is equally 
certain that they will not be refused hospital 
treatment in the absence of express authority 
from some public body to admit them. 


Hospital Social Service 


Many hospital authorities believe that stable 
hospital revenues as well as an equitable distri- 
bution of the cost of medical care depend on the 
service of social workers. With the added burden 
of increasing hospitalization of indigents, it is 
likely that hospital social service will see an ex- 
pansion unimagined at the present time. 


In addition to making an increasing number of 
financial investigations, hospital social service will 
more generally be faced with the job of supervis- 
ing convalescent care for indigents and of helping 
them to readjust themselves in the community 
after their acute illness is over. 


Convalescent Care 


The supervision of convalescent care itself will 
be one of the great extensions of the social service 
of the future. This will be done either through 
the medium of utilizing the fairly constant pro- 
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portion of hospital beds not in use or the estab- 
lishment of entirely separate institutions for the 
care of convalescents. 


It is a fact that many patients are kept in acute 
hospital beds beyond the time when they could 
be released, simply because of a lack of facilities 
to care for convalescents in any institution but a 
hospital. Hospital care costs about $5 a day, 
whereas good convalescent care could be made 
available for about $2 a day. 


While this differential is not so significant to 
patients, who are indigents, it is highly important 
to patients who are in moderate circumstances. 
On the strictly financial side, many of these latter 
frequently find their convalescence fully as expen- 
sive as their stay in a hospital. 


But that is not the only consideration. All 
too many patients, upon their release from a hos- 
pital, go to homes which are not suitable places 
for convalescents. This is particularly true in the 
congested districts of large cities. 


Hospital Insurance 


Touching upon the expense of convalescent care 
to persons in moderate circumstances brings up 
the whole question of the burden of hospital ex- 
pense to the second class of patients mentioned 
herein: Those to whom hospitalization is a major 
financial burden but who manage, somehow, to 
leap over it. 


Within the past few years there has been de- 
veloped in the hospital field a movement which 
may give that field a radical departure with the 
passage of years. That movement is the trend 
toward hospital insurance. 


There are variations of the practice all within 
the one category—that of granting to individuals, 
for small, periodic prepayments, assurance that 
their hospital expenses, when they occur, will be 
cared for in substantial part. 


With the variations of this principle we do not 
here have to concern ourselves. It is the principle 
itself with which we want to deal. 


Acturial Basis Requisite 


The first requisite for hospital.insurance, as it 
is with any other insurance, is that it be on an 
actuarial basis, that the rates and the returns be 
calculated on a consideration of the risks involved. 
On that premise there have been a number of 
forms of the plan evolved in different sections of 
the country. There are individual insurance pol- 
icies, group insurance policies under non-profit 
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auspices, proprietary hospital insurance associa- 
tions. 


Insurance No Panacea 


Hospital insurance, in the words of a medical 
survey; which has been made of it, cannot be con- 
sidered a panacea for equalizing the uneven dis- 
tribution of medical charges. Its advantages 
must be reckoned according to the needs of each 
community and institution. 


The problem of hospital costs is only being 
partially solved notwithstanding the encouraging 
progress of group hospitalization. The insurance 
principle, however, is rightfully regarded as one 
of the most important measures proposed to en- 
able people to meet the hazards of illness. 


The phenomenal growth of these hospital serv- 
ice plans likewise does not constitute a solution 
for the problems facing the hospitals themselves 
in their internal management. Administrators 
are inclined. to think that the results of insurance 
plans will show in financial statements only when 
about one-fifth of the hospital’s patients are insur- 
ance cases. Even then the results will be signifi- 
cant only if such patients are individuals who, 
without insurance, would have had difficulty in 
paying their bills. 


One result of group hospital insurance is that 
it offers an incentive for subscribing funds to 
social enterprises which represent the inde- 
pendent efforts of thoughtful men and women to 
meet the social problems of their own community 
by their own foresight and by means directly 
under their control. 


Conceding the benefits of insurance, the writ- 
ing of policies for large groups will tend to cut 
down expensive overhead and otherwise operate 
to make the insurance less costly to the public. 
The most satisfactory of such groups for hospital 
insurance purposes seem to be those which form 
a homogeneous section of the population, chosen, 
for instance, by occupation, age, or general eco- 
nomic condition. It is also desirable to have such 
plans cover all the chief hospitals in a city. 


Such insurance possesses some distinct advan- 
tages to hospitals. In the first place, a minimum 
revenue is made available through contributions 
of fund members. Some of this revenue might 
be lost to hospitals otherwise, as it is a justifiable 
assumption that some members of funds might, 
without the insurance plan, be admitted to hos- 
pitals as indigents. 


Limitations of Time and Service 


Limitations in point of hospital time and service 
which are ordinarily placed upon beneficiaries of 
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such funds protects the hospitals against unrea- 
sonable demands of the insured. This is espe- 
cially valuable when the comparatively high 
expense of chronic cases is considered. 


Not all group payment plans, it has been pointed 
out in a discussion on hospital finance, have been 
efficiently administered. Some have _ involved 
unduly high overhead costs in collections, rentals, 
or solicitations. Others have not had the enthv- 
siastic support of professional groups which serve 
patients. In still others, members have abused 
their privileges. 


Special Insurance Hospitals 


In the light of all the foregoing facts, hospitals 
must ask themselves a series of questions. Is the 
hospital of the future going to be divided into 
voluntary institutions for non-insured patients 
and special institutions for members of funds? 


Will the present voluntary hospitals take the 
initiative for probing the possibilities of insurance 
protection or will the rise of insurance movements 
permit the building of private institutions? 


One thing seems to be clear: The insurance plan 
can be of benefit to the public. It can, with equal 
emphasis, be serviceable to the hospitals. 


The entire problem of hospitals in relation to 
indigents and to people of small means has been 
succinctly stated by Dr. Michael M. Davis, chair- 
man of the Committee on Research in Medical 
Economics: 


“Since outside of the large cities, the great 
majority of communities and counties have no 
governmental general hospitals, most of the re- 
sponsibility falls on the voluntary institutions. 


“The primarily responsible group for maintain- 
ing the finances and the policies of hospitals are 
the trustees. Increased but carefully supervised 
use of government funds for the care of the indi- 
gent, and the development of group hospitalization 
as a means of enabling people of small means to 
meet hospital bills seems to me the chief measures 
through which hospital income is to be increased 
and stabilized.” 


This rapid summary of a few of the trends in 
hospital orientation points pretty clearly the di- 
rection in which the hospital of the future is being 
steered. 


Trustees Must Solve Problems 


In future hospital development, the trustees 
will be the guiding hands. Trustees, because of 
their responsibility for hospital management 


{By the Committee on the Costs of Medical Care. 
tLetter to the Author. 
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without being immersed in hospital routine, are 
jn an advantageous position to view hospital prob- 
Jems in the large. 


Fortunately, most members of hospital boards 
are alive to their responsibilities and take their 
duties seriously. A great many people are prone 
to define “boards” as objects that are “long and 
narrow.” On the contrary, they are straight- 
grained and act as supports and bulwarks to the 
administrative and functional structures of their 
institutions. 


One of the difficulties in the operation of these 
institutions has often been the failure of the 
medical staff and the administrative staff to define 
their respective functions. Indications are that 
the internal management of hospitals, generally 
needs to be strengthened and that there must be 
an efficient cooperative arrangement between med- 
ical staffs and business administrations. The 
trustees must initiate this movement. 


Justice to Employees 


One of the things to come out of this dove-tail- 
ing of what heretofore have been almost separate 
and independent agencies will be an act of simple 
justice to hospital employees. They have been 
called upon for too long a time to assume a great 
part of the burden of balancing hospital budgets. 
The whole problem of pay and hours of work for 
the employees needs study and statesmanship be- 
yond that ordinarily displayed. 


It would amply repay every hospital adminis- 
trator to familiarize himself with the temperate 
statement of principles set forth by the Chicago 
Hospital Council regarding the relationship and 
the mutual responsibility which hospitals and 
their employees have towards each other. 


Right to Strike Denied 


While the right of employees to bargain with 
hospitals either individually or collectively was 
conceded, the right to strike was emphatically 
denied. It ought to be said right here, by the 
Way, that hospital employees have no more right 
to strike and to place human life in jeopardy than 
have such special categories as policemen or fire- 
men, with the public safety at stake. 


Wages and Hours 


Nevertheless, it was admitted that wages for 
hospital work are frequently lower than that for 
‘ommercial pursuits and that hospital salaries 
should approximate wages paid for similar work 
industry. The point was also stressed that hos- 
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pitals should attempt to establish the eight-hour 
day, should provide regular vacation and sick 
leave schedules and should grant employees oppor- 
tunities to increase their skill, rewarding those 
who thus increase their abilities. 


On the part of the employee, it was recognized 
that he owed his institution the utmost of loyalty, 
the duty of working as long as necessary in emer- 
gencies and to refrain from any. action, collec- 
tively or otherwise, which might endanger the 
safety or recovery of patients. 


Hospitals and Welfare 


In their external affairs, the hospitals must 
lose their intense individualism and become part 
of a broad social welfare program. They must 
realize that they are only one element in the com- 
munity resources for the care of the sick. They 
must be integrated with other similar health 
services. 


It is probable that the future will see the ex- 
pansion of hospital councils, composed of trustees 
of voluntary institutions, public health officials, 
and public officers who are responsible for the 
support of indigents in need of hospitalization. 


Cooperation of Hospitals 


The immediate effect of such a council would 
be the planning of capital expenditures and oper- 
ating costs of general hospitals so that they could 
cooperate instead of competing indiscriminately 
with one another. 


If this requires some plan of State inspection 
and license to protect the public and to give ample 
support to an adequate method of hospital devel- 
opment, then this should be conceded. 


To paraphrase from the survey alluded to be- 
fore,+ there is no logical reason why all health 
activities and institutions of a community should 
not be coordinated through agencies representing 
public health institutions, hospitals, and private 
practitioners. 


Separate activities have heretofore seemed 
more practicable because of the financial policies 
of public health agencies and hospitals. That is, 
public health agencies are supported almost ex- 
clusively from tax funds and voluntary contribu- 
tions, but except for government institutions, 
public subsidies do not form such a large part of 
hospital income. 


This has operated to make the first problem of 
the health council the raising of funds, while the 
vital problem of the hospital council has been to 
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secure the fullest utilization of personnel and fa- 
cilities. 


A local coordinating agency representing the 
medical and hospital resources of a community 
would result in: 


Arrangement of existing personnel and facil- 
ities to increase utilization and avoid duplication ; 
establishment of professional and administrative 
standards; improvement in methods of financing 
medical service by the use of taxes and voluntary 
contributions; promotion of group payment plans 
by groups of potential beneficiaries; education of 
the public through the spread of knowledge of 
personal hygiene and the intelligent use of exist- 
ing facilities. 


The ultimate interests of the public, physicians, 
and hospitals are identical. A coordinating agency 
would demonstrate this identity of interest. 


Much overlapping of effort would thereby be 
eliminated. It is likely that such a move would 
result in the use of each hospital to the fullest 
extent of its resources. It is quite probable that 
a great deal of unnecessary building would be 
stopped. 


Such an integration would give rise to hospital 
specialization whereby each institution might be 
utilized for the solution of some particular health 
problem. 


After referring to the establishment of the new 
Welfare Hospital and Research unit by the City 
of New York, a research and teaching unit in a 


city hospital, staffed by competent men, Dr. 
Thompson, whom we had occasion to quote before, 
commented: 


“IT would guess that more similar units were 
going to appear—that cities or counties of States 
are going to see the need for and be willing to 
support, units for clinical investigation in associa- 
tion with better hospitals . . . Much important 
research is going to come out of the large state, 
city, and county-owned hospitals. Research on a 
rabbit may be important but there are literally 
hundreds of medical problems whose solution de- 
pends upon study of human beings.” 


Medical Service Center 


By some such plan, the development of medical 
centers which the last few years has seen could be 
given further impetus and expanded into com- 
munity medical service centers. 


In a medical service center, bed patients, ambu- 
latory patients, and clinic patients could be cared 
for, as they are in the hospitals at present. Fur- 
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ther than that, home medical treatment could be 


given by physicians connected with the hospital 
system, extending the examining and therapeutic 
equipment of the hospital outside the immediate 
institution. 


Home Medical Care 


The point of view concerning medical care is 
excellently stated in a letter to the author by Dr. 
Haven Emerson, of the Institute of Public Health 
of the College of Physicians and Surgeons of 
Columbia University : 


“T believe the trustees of hospitals should take 
to heart and concern themselves practically with 
the provision of home medical care through an 
‘externe’ medical service and the use of social 
agencies as a means of meeting the obligations of 
the care of the sick without the expense of hos- 
pital accommodations for all such persons as could 
be attended in this manner. 


“A considerable percentage of persons admitted 
to hospitals, particularly in suburban areas, could 
be as well cared for at home as in the hospitals, 
if they were served by physicians who are part 
of a hospital organization and with the hospital 
diagnostic and therapeutic services pares back 
of them.’’§ 


Dr. Ernst P. Boas expressed similar ideas: 


“The problem of home medical care is becoming 
ever more important and in my opinion this 
should be in some way associated with a hospital, 
so that a patient could receive home medical care, 
out-patient clinic care or hospital care, whatever 
he may need at the moment but directed and gov- 
erned by the same medical unit.’”’** 


Problem of the Mentally Ill 


There is another service which the general hos- 
pital will be asked to perform in increasingly 
greater proportion in the future. That is the care 
of mental patients. 


The outstanding importance of the place of the 
mental patient in the total hospital picture needs 
to be set forth. In 1880, about 30,000 were found 
in State mental hospitals. By 1910, 30 years 
later, this number had grown to 225,000. Today 
more than 400,000 persons are mentally ill to an 
extent that requires their care in hospitals. 


New Jersey Data 


Illustrative of conditions which probably hold 


§Letter to the Author. k 
**Letter to the Author from Dr. Ernest P. Boas, 1185 Par 
Avenue, New York City. 
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throughout the country, data in New Jersey can 
be cited. During 1936, some nine million hospital 
days were rendered to patients in all hospitals in 
this State. Of these, five million hospital days 
were rendered to patients in state and county 
mental hospitals, three million to patients in gen- 
eral hospitals and one million to patients in state 
and county tuberculosis sanatoriums. 


Of a total of 41,054 hospital beds of all types in 
New Jersey, 21,689, or 52.8 per cent, were devoted 
to mental hospital patients. This gives some idea 
of the gravity of the problem. 


It is tremendously important that we continue 
to emphasize hospital, clinic, and other facilities 
which have become part of a broad program for 
the prevention of mental illness. 


With the growing recognition of the importance 
of early diagnosis and treatment of mental ail- 
ments, the general hospital today is being asked 
to give the nervous and mental patient the same 
chance to get well that is afforded the physically 
ill, to provide. psychiatric facilities to insure the 
mental patient the same thorough examination 
and understanding treatment which are given to 
patients sick with bodily ailments. 


The Chronically Ill 


Besides the care to be given mental patients, 
there is the growing question of care for the 
chronically ill. Results of a community survey 
by the United States Public Health Service, re- 
cently cited in a hospital journal devoted to a 
discussion of changing demands on _ hospitals 
showed that while only one-third of hospitalized 
patients suffered from chronic diseases, these 
patients totalled more than two-thirds of the total 
days of disability and four-fifths of the total an- 
nual hospital days.++ 


It would no longer be an unrelated institution 
for the cure of acute illnesses. It would find itself 
an indispensable part, not only of the community 
curative program but of the preventive work and 
the general health and welfare activities of the 
community. 


Much of the actual work to obtain these objec- 
tives lies outside the province of the hospital 
trustees. But they can exert a great influence in 
Support of those who are doing the job. 


We cannot do better than to consider the words 


—_—__ 


Aste: L. Corwin, honorary president, The International Hospital 
Sociation in the August, 1937, number of Hospitals. 
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of one hospital trustee who has given serious 
thought to his duties in that capacity: 


“We, as lay trustees of hospitals, cannot our- 
selves work at the solution of these problems. 
They lie in the realm of science. But we can en- 
courage our doctors. As trustees we should 
encourage the scientifically-minded members of 
our staffs in every possible way. 


“We should acquaint ourselves with the work 
they are doing and the problems they are trying 
to solve. We should make it clear that we want 
the members of our staffs to interest themselves 
and devote their energy to the advancement of 
their science and that we appreciate the value of 
having such men on our hospital staff. Thus can 
we make our contribution to the hospital of the 
future.” tt 


Facilities are inadequate for the great mass of 
chronics. To a large extent, the care afforded 
them is still of the almshouse type. 


While it is important that almshouses and wel- 
fare homes transform themselves into hospitals 
for the chronically ill, the same relation holds 
between general hospitals and possible chronic 
care aS was mentioned in the case of convales- 
cents. It has been suggested that where an excess 
of beds in general hospitals obtains in a com- 
munity, the surplus be made available to the 
chronically ill who require a minimum of special 
care. 


Public Health Program 


Few will disagree with the thesis that the hos- 
pital will increasingly be the central and strategic 
factor in medical care and medical education. Not 
many will deny that the hospital of the future is 
bound to be an important center of consultation 
service. That is the view of the American Foun- 
dation. It is a logical deduction. 


The final step in making the hospital part of a 
community medical service center and to make its 
consultive and technical service useful in the 
highest degree would be to have it interlock with 
other like institutions into the public health ad- 
ministration. This could take the form of active 
cooperation with such authorities. The hospital 
need not submerge its identity. 


With the hospital as part of the community 
health arm, it would find itself more and more 
depended upon as an unique factor of long-time 
social welfare planning. 


tiThe Hospital Revolution, by David B. Skillman, president, 
Board of Trustees of the Easton, Pa., Hospital in the August, 
1937, number of Hospitals. 


55 














HOSPITALS 



























spects the best meeting in the history of the 
American Hospital Association. It set a high 
mark for future Association Conventions. 


To Atlantic City Convention was in all re- 


The Convention Hall 


The Convention Hall was a thing of beauty. The 
Exhibitors had staged a wonderful display of 
equipment and merchandise. The wide avenues 
and aisles were lined on either side with attrac- 
tive booths and well displayed products. Lounges 
were conveniently located. 


At the front of the exhibit area and on either 
side, four special halls seating 1,200 each were 
conveniently located. They were designated as 
follows: The Lewis A. Sexton, Alfred C. Meyer, 
Marie Louis, and Laura E. Coleman halls, in 
memory of four members of the Association who 
had passed away since the last Convention. 


The Registration 


A total of 4,091 hospital people registered at 
the Association desk. This figure does not include 
400 who registered with the Occunational Therapy 
Association, 350 with the Nurse Anesthetists, and 
800 with the Hosnital Exhibitors. They came 
from every part of the United States and Canada, 
while Japan, China, Korea, Venezuela, Peru, 
Cuba, Colombia, Bermuda, and Puerto Rico were 
represented in the registration. 


Distinguished Visitors 


Mrs. Eleanor D. Roosevelt, the First Lady of 
our Land, paid a special visit to the Convention 
Hall on Tuesday afternoon and was very much 
interested in the exhibits, which she personally 
inspected. She was attending the Occupational 
Therapy Convention and was the guest speaker 
at their Annual Banquet. 


She came to honor her friend, Mrs. Eleanor 
Clarke Slagle who after 21 years voluntary serv- 
ice, seventeen of which was as Executive Secre- 
tary of the Association of Occupational Ther- 
apists, was retiring. Mrs. Roosevelt paid an 
eloquent tribute to the life and work of Mrs. Sla- 
gle, to her services to “shut-ins” of our hospitals 
for more than two generations. to her work in 
occupational therapy and teaching, and to her 
success as a pioneer in the introduction of occu- 
pational therapy as a therapeutic measure. Mrs. 
Slagle’s services to the hospital field cannot be 
adequately described in words; they are more 
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properly emphasized in the greater benefits they 
have brought our patients. 


The American Hospital Association joins with 
the medical profession and the occupational 
therapists, in its appreciation of the work and 
worth of this gracious little lady who is such a 
well loved figure at our annual conventions. Her 
years of devoted service to the handicapped have 
brought their own reward. Her devoted service 
to her chosen field has contributed much to effi- 
cient hospital care, and she is more fortunate than 
others in seeing the materialization of all her 
dreams for the betterment of the handicapped of 
humankind and the growth and development of a 
humanitarian movement which she did so much 
to create and foster. 


The Visit of the Governors 


On Wednesday afternoon, the Convention was 
visited by the Governors of 21 States who were 
holding their conference in Atlantic City. All 
of them were very much interested in the work 
of the Association and in the Exhibits. Gov- 
ernor Townsend of Indiana and Mrs. Townsend 
gave their escort plenty to do, as they visited 
every booth in the Exhibit Hall and were inter- 
ested in the equipment which would be purchased 
for the Institutions in Indiana. 


The Program 


Every period of the week was assigned to pro- 
grams of the various sections; to round tables, 
conferences, panel discussions, clinical demonstra- 
tions, and other features. On Monday evening 
the hall was crowded to attend President Mun- 
ger’s presidential address and to hear the finest 
choir in the country, The Westminster Choir of 
Princeton, directed by Dr. J. F. Williamson. The 
last session on Friday morning was the climax to 
the week’s program, when more than 1,000 assem- 
bled in the Lewis A. Sexton Hall to participate in 
the Round Table Conference led by Mr. Robert 
Jolly and Dr. Malcolm T. MacEachern. 


The Annual Banquet and Ball 


The entertainment feature of the Convention 
on Wednesday evening was a gala affair. Seven 
hundred and fifty guests, the full capacity of the 
two banquet halls of the Ambassador Hotel, as- 
sembled to enjoy a social evening, hear the address 
of the guest speaker, Senator A. Harry Moore, 
and the delightful artist, the lyric tenor of the 
Metropolitan Opera, Mr. Joseph Bentonelli. The 
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NEW JERSEY HOSPITALS 


Upper Left: With Commissioner Ellis in the 
New Jersey Hospital Exhibit 


Center: Inspecting the Commercial Exhibits 


Right: Looking over the Hobby Exhibit 
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Annual Ball followed immediately after the 
Banquet. 


The National Hospital Day Awards 


At this session the National Hospital Day made 
the following awards for 1937: 


For cities of 15,000 and over 
City Hospital of Indianapolis 


For cities of less than 15,000 


Paradise Valley Hospital, 
National City, California 


Parke-Davis & Company offered two silver cups 
to the two hospitals which secured the best Na- 
tion Hospital Day Publicity in 1937. The awards 
were as follows: 


For cities of more than 15,000 


New England Sanitarium and Hospital 
Stoneham, Massachusetts 


For cities of less than 15,000 


Parkview Hospital 
Plymouth, Indiana 


Adoption of the New By-Laws 


The new By-Laws of the Association which 
have been the result of careful study of the Joint 
Committee composed of the Committee on Consti- 
tution and Rules and the Committee on Member- 
ship Structure and Association Relations, were 
presented for the action of the Convention and 
were adopted by a ballot vote of 277 for the adop- 
tion of the new By-Laws and 17 against. 


Election of Officers 


The Convention elected the following officers by 
unanimous vote: 

President-Elect—G. Harvey Agnew, M.D., To- 
ronto, Canada ' 

First Vice-President—Mrs. Josie M. Roberts, 
Houston, Texas 

Second Vice-President—Rev. John W. Barrett, 
Chicago, Illinois 

Third Vice-President—Lewis E. Jarrett, M.D., 
Richmond, Virginia 

Treasurer—Asa S. Bacon, Chicago, Illinois 

Trustees (three-year term expiring 1940)— 
Peter Ward, M.D., St. Paul, Minnesota; Frank J. 
Walter, Denver, Colorado; Christopher G. Parnall, 
M.D., Rochester, New York 

Delegates to the Assembly : 

Canada—George F. Stephens, M.D. 


Alabama—Jewel Thrasher, R.N. 
Ilinois—A. C. Bachmeyer, M.D. 
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Indiana—Albert Hahn 

Maine—Allan Craig, M.D. 
Michigan—Margaret A. Rogers 
Missouri—Louis H. Burlingham, M.D. 
New Jersey—Eleanor Hamilton, R.N. 
New York—E. M. Bluestone, M.D. 
Ohio—Robert Bishop, Jr., M.D. 
Pennsylvania—M. H. Eichenlaub, M.D. 
Tennessee—George D. Sheats 
Texas—Robert Jolly 
Washington—Clarence J. Cummings 
Wisconsin—Grace Crafts, R.N. 


The Board of Trustees elected Henry M. Pol- 
lock, M.D., of Boston, Massachusetts, as member 
of the Board of Trustees, to fill the interim until 
the meeting of the House of Delegates, to succeed 
G. Harvey Agnew, M.D., President-Elect. 


Section Meetings Draw Large Audiences 


The Hospital Trustees’ Section meeting on Tues- 
day evening and the Public Hospital Section 
meeting on Thursday evening drew large audi- 
ences. The programs at both sessions were of 
decided interest. 


Two features of the week were the formal open- 
ing and closing of the exhibits at Convention Hall. 
At the opening at 12 Noon on Monday, after short 
addresses by President Munger, Edgar Hay- 
how, Chairman of the General Arrangements 
Committee and President Lawrence Davis of the 
Hospital Exhibitors Association, the lights were 
lowered and while a lady sang the National 
Anthem, the flag was raised to full staff and Pres- 
ident Munger declared the Convention formally 
opened. At noon on Friday the hall was stilled 
and the organ pealed the notes of “Auld Lang 
Syne” and so the best convention in our history 
came to a close. 


In 1938 the Association will celebrate its for- 
tieth anniversary. Plans are already in process 
of development to make this Anniversary Con- 
vention one of our best. 





SUBSCRIPTIONS TO HOSPITALS 


The annual subscription price to 
HOSPITALS is $2.00, and is included in the 
payment of annual dues for each institu- 
tional and personal member of the Asso- 
ciation. Members may order additional 
subscriptions at the rate of $2,00 a year. 


The subscription price of HOSPITALS to 
those who are not members of the Associa- 
tion is $3.00 a year. 


Single copies may be secured for 30 cents 
a copy. 














Report of the Board of Trustees 


tion is done by 15 elected officers, 25 officers 

of 14 sections, 15 members of the Council, 18 
full-time employees, and 264 members serving on 
28 active committees. The center of activity is 
the headquarters building in Chicago, furnishing 
17,500 square feet, on four floors. This building 
is owned by the Association. The remaining in- 
debtedness of about $38,000 is held by members 
in the form of Association Bonds. Our annual 
budget is approximately $110,000. Property ad- 
joining the headquarters building—owned by the 
Association—yields a gross income of $2,800. 


Te work of the American Hospital Associa- 


One of the outstanding works of the Associa- 
tion is the publication of its own magazine. There 
were 4,900 copies distributed during each month. 
In one year there have been presented 1,296 pages 
of reading matter, of which 372 pages were edi- 
torials and devoted to Association business. There 
have been 302 pages of advertising, and 246 con- 
tributors were listed, writing on 234 subjects. 


Of vital importance to the American Hospital 
Association is the report of the committee on 
membership development, which is to be presented 
tomorrow afternoon. For three years a commit- 
tee—under the chairmanship of Mr. John Man- 
nix—has been working on this most important 
subject. During the past year this committee has 
been merged with our Committee on Constitution 
and Rules, under the chairmanship of Dr. Bach- 
meyer, and under the legal guidance of the Asso- 
ciation attorneys a series of changes in our funda- 
mental organization are suggested. We bespeak 
for this committee your most earnest attention 
and your most serious consideration for all of the 
changes suggested. 


One of the new activities of the year has been 
the appointment of a special Committee on Hos- 
pital Service, to administer the grant of $100,000 
made by the Julius Rosenwald Fund for the pur- 
pose of fostering “Group Hospitalization.” Dr. 
C. Rufus Rorem has been in charge of this work 
as director. An advisory committee selected 
from the directory of hospital service plans, has 
been meeting here for two days. There is to be 
a special program presented to the convention on 
Tuesday morning. 


One of the most pressing problems confronting 
your board is that of labor relations. A special 
committee has cooperated with the Catholic Hos- 
pital Association and the American Protestant 
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Hospital Association in this instance, and the 
committee announces: 


1 That this committee has given consideration to 
the labor relations of hospitals; has conferred 
with the national officers of both the Ameri- 
can Federation of Labor and the Committee 
for Industrial Organization in Washington; 
and these contacts are to continue. 


Acute situations must at present be handled 
locally. 


Any administrator requiring more definite in- 
formation should communicate with the execu- 
tive secretary. 


The work of the council this year has been di- 
rected largely to professional relations, concern- 
ing which a special report will be presented to 
you. 


The Institute for Hospital Administrators, in 
its fifth year, represented not only a large but 
one of the most enthusiastic registrations. The 
fine spirit, the hard work done by all, has been 
most encouraging; in fact, we are of the opinion 
that the general improvement noted in hospital 
administration can be attributed in some measure 
to the work of our institute—in which more than 
ten per cent of the hospital administrators of the 
United States have already been registered. 


The Library and Service Bureau becomes more 
and more serviceable to our membership. Con- 
sultation increases, research is furthered, and the 
general effectiveness of this branch of our activity 
is becoming more and more satisfactory. 


This year has seen the largest growth in insti- 
tutional membership in the history of the associa- 
tion, with the single exception of the first year 
such membership was established. We note this 
as a very definite trend towards institutional 
membership initiated by the hospitals themselves. 
In addition to our large personal membership 
we now have more than 2,000 institutional 
members, representing well over eighty per cent 
of the bed capacity of the voluntary hospitals of 
the United States and Canada. 


Particular care has been given to strengthening 
the relations between our organization and the 
state and provincial groups. Of special interest 
has been the cooperation we have offered to the 
Negro groups, which has: not only brought a great 
improvement in the care of the Negro sick, but 
which is most highly appreciated by them. 
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The Joint Committee has continued its activity 
largely in dealing with the various bureaus in 
their attempt to secure satisfactory regulations. 
(We have been instrumental in eliminating a spe- 
cial tax that saved the hospitals a great deal of 
money in the price of industrial alcohol.) No 
new legislation has been proposed. The legisla- 
tive reporting service has brought to the secre- 
taries of state associations and other key people, 
weekly information concerning legislative propos- 
als in national and state assemblies. 


The present convention presents 190 ex- 
hibitors; presents a program varied and interest- 


ing; and from present registration indicates the 
largest attendance we have had. The board wishes 
to acknowledge with gratitude the generous spirit 
and friendly cooperation of the Exhibitors’ Asso- 
ciation in working out the details of the annual 
exhibit. 


The board brings to you the most cordial ap- 
preciation of our executive secretary and his staff. 
The ability of a carefully selected and efficiently 
trained personnel, supplemented by a spirit of 
self-sacrifice, a willingness to accept extra obli- 
gations, a cheerfulness under added burdens is 
one of the greatest assets of the American Hos- 
pital Association. 





New Committee on Constitution 
and By-Laws 


Five years— 
A. C. Bachmeyer, M.D. 
Director, University of Chicago Clinics 
Chicago 

Four years— 
Joseph C. Doane, M.D. 
Medical Director, Jewish Hospital 
Philadelphia 

Three years— 
Reverend Clinton F. Smith 
Superintendent, Grant Hospital 
Chicago 

Two years— 
F. P. G. Lattner 
Superintendent, Finley Hospital 
Dubuque, Iowa 

One year— 
R. H. Bishop, Jr., M.D. 
Medical Director, University Hospitals 
Cleveland 


—_ 


Report of Tellers on the Amendments 


Your tellers report that there were 295 ballots 
cast. 


On the first proposition, for amendments to the 
Constitution and By-Laws, the vote was: 


On the second proposition for amendments to 
the Articles of the Association, the vote was: 
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Blank Ballot 
Dr. George B. Landers 
Robert N. Brough 
S. J. Barnes 


The Association Will Retire $14,000 of Its 
Bonds of January |, 1938 


The Board of Trustees, at its meeting in At- 
lantic City, adopted the following resolution pre- 
sented by Asa S. Bacon, treasurer: 


“RESOLVED, That the Treasurer of the Amer- 
ican Hospital Association authorize the Trustee 
of the General Mortgage 6 per cent Bonds of the 
Association, due in 1946, to call for redemption 
and cancellation at the next interest-bearing date, 
January 1, 1938, bonds to the amount of $7,000, 
and 


“BE IT FURTHER RESOLVED, That the 
Treasurer of the American Hospital Association 
authorize the Trustee of the First Mortgage 6 
per cent Bonds of the Association, due in 1947, 
to call for redemption and cancellation at the next 
interest-bearing date, January 1, 1938, bonds to 
the amount of $7,000.” 


The adoption of the resolution was moved and 
carried. 


When these bonds are called and cancelled, the 
capital indebtedness of the Association will be re- 


‘duced to $30,800; this indebtedness distributed as 


follows: $15,600 of the General Mortgage Bonds 
due in 1946 of which the Association owns $1,200, 
and $15,200 of the First Mortgage Bonds due in 
1947. 


The General Mortgage Bonds are being 
amortized at the rate of $1,940 per annum; the 
First Mortgage Bonds at the rate of $2,166.66 
per annum. 
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G. HARVEY AGNEW, M_LD., 


Secy., Department of Hospital. Service, 
Canadian Medical Association, 
Torento, Ont., Canada. 


W. L. BABCOCK, M.D., 


Treasurer, Grace Hospital, 
Detroit, Michigan. 


ASA S. BACON, 


Superintendent, Presbyterian Hespital, 
Chicago, Illinois. 


CAROLYN E. DAVIS, 


Seattle, Washington 


NATHANIEL W. FAXON, M.D., 


Director, Massachusetts General Hospital, 


Boston, Massachusetts 


S. R. D. HEWITT, M.B., 


Superintendent, St. John General Hospital, 
St. John. N. B., Canada. 


FREDERIC A. WASHBURN, MLD., 


Director, Cambridge Hospital, 
Cambridge, Massachusetts 
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WALTER E. LIST, M.D., 


Superintendent, Jewish Hospital, 
Cincinnati, Ohio. 
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Associate Director, 
American College of Surgeons, 
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Medical Director, Rochester General Hospital, 
Rochester, New York , 
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Director, Johns Hopkins Hospital, 
Baltimore, Maryland. 
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EDITORIALS 


The President-Elect 


The American Hospital Association at its At- 
lantic City Convention chose Dr. G. Harvey 
Agnew of Toronto, Canada, as its President-Elect. 


Dr. Agnew is quite as well known to the hos- 
pital field in the United States as he is in Canada. 
He holds the important position as Secretary of 
the Department of Hospital Service of the 
Canadian Medical Society. 


For two terms he has been a member of the 
Board of Trustees of the Association, where his 
experience and wise counsel have helped to de- 
velop its program of activities. He continues the 
long line of able men who have served as Presi- 
dents of the Association since it was first organ- 
ized forty years ago. 


He brings to the presidency a ripe experience, a 
wholesome knowledge of hospital operation on 
this continent and extensive acquaintance with 
hospital people not only in North America but the 
world over. His election to the highest office in 
the Association at this time has an added signifi- 
cance, as the International Hospital Congress will 
come to America during his Presidential year. 


It is fortunate for the hospital field, and par- 
ticularly for the Association, that men of the 
high qualifications that Dr. Agnew and his prede- 
cessors possess are willing to give of their time, 
their labor, and their ability to carry on the work 
and develop a further useful program of the 


American Hospital Association. It means that 
every step it takes will be a forward step and on 
secure ground. 


His nomination and election were made without 
a dissenting vote. His colleagues in the hospital 
recognized his fine qualities of leadership. The 
loyalty with which they will follow him will com- 
pensate in part for the added burdens which the 
office will impose upon him. 


The constructive program which has been out- 
lined for the Association will be well developed 
during the next two years. How closely the re- 
sults attained will measure up to our ideals will 
depend very largely upon those in whom the Asso- 
ciation have vested the responsibilities of leaders, 
the President and President-Elect. It is most 
fortunate that policies of the Association have 
been entrusted to the care of these two able men. 


October, 1937 


The American Hospital Association 
Amends Its Constitution 


The Association at the Atlantic City Conven- 
tion by a ballot vote of 277 to 17 amended its Con- 
stitution, substituting therefor the By-Laws of 
the Association, as reported to the Convention 
by the. Joint Committees on Constitution and 
Rules, and the Membership Structure and Asso- 
ciation Relations Committee. 


The Committee on Membership Structure and 
Association Relations had made a three year study 
of the Amendments proposed. They had worked 
slowly and with care. Each suggested change 
was considered from every angle with the good 
of the Association kept constantly in view. The 
original study was revised and the good proposals 
were strengthened, the weak and unsatisfactory 
rejected. After two years labor, the Committee 
requested that the Constitution and Rules Com- 
mittee work with them jointly in the preparation 
of the final draft. There was no haste in the 
Committee’s procedure. The progress reports 
were submitted and published for the information 
of the membership. Every opportunity was taken 
by the Committee to consult with the members of 
the Association and secure their advice and coun- 
sel. The Joint Committee held several meetings 
and finally presented the final draft of the By- 
Laws to the Board of Trustees who approved it 
with minor changes, as it was printed in the Sep- 
tember issue of HOSPITALS. 


It is probable that no document conceived by 
human minds, or written by man’s hand, is per- 
fect. But if consistent, honest, conscientious ef- 
fort, supported by a careful study by a group of 
our members representative of the best thought 
in our Association, whose only interest was the 
welfare, security, and continued growth of the 
American Hospital Association, can fashion a 
good Constitution, then our new By-Laws ap- 
proaches perfection. 


We may not all be in agreement with every 
provision it contains. Some may disagree as to 
the wisdom of any change at all, but we all must 
agree that our Constitution and our Association 
must change with the changing times, with the 
changing concepts of our value as a progressive 
and influential organization. As we have loyally 
supported our Association under the old order 
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which created, fostered, and built it up, so will 
we continue to support it in its new and stronger 
development. 


The new By-Laws does not change the purpose 
of the Association nor lessen its objectives. It 
does change in an orderly process the machinery 
of directing the Association. There are but four 
important departures from the old Constitution, 
each made with the purpose of securing a wider 
and more representative control of the Associa- 
tion by the membership. They are as follows: 


I The creation of 6 Councils of six members 
each, to which the present studies and ac- 
tivities of the Association will be assigned. 


The provision of a Committee on Coordina- 
tion of Association Activities, to be com- 
posed of the President of the Association and 
the Chairmen of the 6 Councils. 


The provision for a House of Delegates to 
be composed of not more than 100 members, 
which will be the legislative body of the Asso- 
ciation. The House will be composed of 15 
delegates elected by the Association Assembly 
at its Annual Convention. The 15 elected at 
Atlantic City were to be for the following 
terms—five for a term of 3 years—five for 
2 years—and five for 1 year, and at each 
Convention thereafter, the Assembly will 
elect five delegates-at-large for a term of 3 
years. To these 15 delegates-at-large will 
be added the 12 Trustees and the immediate 
past president of the Association. 


Each of the 48 States and the Territory 
of Hawaii and the District of Columbia, and 
each of the 9 provinces of Canada, is allotted 
one member of the House of Delegates. 


The remaining 13 delegates to round out 
the hundred will be allotted to those states 
and provinces which have the largest com- 
bined personal and institutional membership 
in the Association. 


A more equable distribution of membership 
dues figured solely upon the basis of the 
number of patient days service given an- 
nually by each institution. 


Under the new By-Laws, the Board of Trus- 
tees consists of twelve members, and is the ex- 
ecutive body of the Association. It will have 
charge of the property of the Association and its 
fiscal policy. Its powers are practically the same 
as under the Constitution before it was amended. 


The Association will live long and prosper un- 
der the new By-Laws. It will be a closer knit 
organization with a wider representation of its 
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membership, in all its official activities, and jp 
the development of the Association. It will mean 
much for the solidarity of the hospital field, ang 
will afford enlarged opportunities for growth in 
membership and Association influence. 


a 


Insurance for Hospitals 


Hospitals will be following a sound policy jin 
securing complete coverage for their hazards, 
These include fire, boiler, elevator, personal jp. 
jury liability, and possibly insurance against mal. 
practice suits instituted against members of the 
medical staff in which the hospital. may be joined 
with the staff member. 


The hospital might well consider complete in. 
surance coverage. The present insurance rates 
seem high and the premiums hospitals are now 
paying constitute an important item in their an- 
nual budgets. The protection afforded is worth 
all it costs the institution. 


The number of cases instituted against hospi- 
tals for personal injury damage and alleged mal- 
practice against both staff members and the in- 
stitution, seem to be on the increase. The court 
decisions, particularly in the Western States, 
are with greater frequency holding the hospital, 
whether voluntary or governmental, responsible 
for the torts of their employees. The cost of de- 
fending a single suit for damages, even resulting 
in a verdict favorable to the hospitals, would pay 
the insurance premiums for many years. The 
unfavorable publicity attending such litigation 
would work to the further injury of the hospital. 


One of the world’s largest group of under- 
writers is working upon a plan for full insur- 
ance coverage for hospitals at premium rates 
much lower than the present experience where 
separate policies are purchased for the different 
hazards. The plan is in process of study and 
development at present, and if it is established 
it will enable our hospitals to secure full coverage 
insurance at equable premium rates. 


——— 


Hospitals and Blood Donors 


The contribution of blood by paid donors for 
direct transfusion purposes has reached the pro- 
portions of a small business in our larger cities 
and has a distinct tendency toward racketeering 
in some. 


Where the patient in need of the transfusion 
is without funds, and there are no volunteer 
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donors among the family or friends, the hospital 
secures the donor and pays the fee for his serv- 
ices, usually $25.00 to $50.00 for each blood con- 
tribution. When the patient, as often occurs, 
requires multiple transfusions, the charge upon 
the hospital finances is an important item. 


Blood donors in some centers are grouping 
themselves together, maintaining a registry and 
insisting upon a fixed fee and other perquisites 
for their services. While due credit should be 
given to any donor, whether paid or volunteer, 
who is willing to render this service to a sufferer, 
the practice should not be commercialized, and 
the hospital should govern both the fee for the 
paid service and the frequency of use of the donor. 


Modern curative medicine has made a striking 
advance in preparing and storing bloods of dif- 
ferent types, frequently given by some member 
or friend of the family when the patient is ad- 
mitted to be used if the patient’s condition so 
indicates. Each type is kept separate, is prop- 
erly labeled and stored in a special refrigerator 
for immediate use. 


Hospitals are encouraging volunteer donors to 
come to the hospital, have their blood typed and 
make their contribution for the relief of some 
patient in the hospital when the emergency 
arises. The hospital establishes a “blood bank”’ 
where supplies of blood of different types are 
constantly available. 


In this manner, both the expense of securing a 
paid donor for direct transfusion and the hazards 
of delay in bringing the donor to the hospital, 
making the necessary arrangements for the op- 
eration, and so on, are avoided. The “blood 
bank” replaces the paid donor and both hospital 
and patient secures an immediate and satisfac- 
tory service. 


Editorial of the Month 


“Welfare of Nurses” 


“The Quadrennial International Congress of 
Nurses has added prestige to a profession which 
from year to year is realizing more clearly its 
office and its mission. Nursing received its mod- 
mn accolade from Miss Nightingale, but there 
had been earlier occasions when reverence was 
done to the spirit which compels to service in cir- 
cumstances of the greatest difficulty and distress. 
Reverence finds a new justification today in knowl- 
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edge which is ever increasing and broadening, 
and in technical skill which is making knowledge 
more and more effective. If the Congress has 
proved nothing else, it has proved that a vocation 
and a profession are complementary to one an- 
other. 


“But the nurses insist, with propriety, that 
vocation must not be exploited and thus robbed of 
its effectiveness. The discussions about hours of 
work, food, housing, and remuneration have pub- 
lic as well as professional importance, and cannot 
wisely be overlooked, even by hospital authorities. 
Those who volunteer to join a rescue party are 
entitled to demand that their work of rescue shall 
not be hindered by the imposition of personal dis- 
tresses. When they ask for minds freed from 
anxiety and for bodily conditions of health, they 
are speaking much more for those whom they 
hope to succour than for themselves. Nurses have 
borne heavy burdens in the past, and none has 
heard complaint from them. But a congress of 
nurses has a duty laid upon it to warn Govern- 
ments and institutions that such fortitude repre- 
sents waste rather than example, and constitutes 
a slur upon those on whose behalf it is being 
exhibited. 


“Nor is the plea of poverty any adequate de- 
fense of conditions which obtain today in far too 
many institutions. Sweated nursing is necessarily 
and inevitably second-rate nursing, if only because 
a nurse who is physically or mentally weary can- 
not satisfactorily perform her office. Such a nurse 
may be ready to give her health for her patients 
—and the sacrifice is by no means unknown; but 
she cannot give what she does not possess, namely 
the alertness and activity which belong solely to 
those who have been refreshed and restored _bv 
leisure. Because her leisure is insufficient, or, 
which is the same thing, unduly restricted in its 
scope by lack of means, she will derive less benefit 
from her training than might have been derived 
from it, and she will carry this handicap, with 
daily additions, throughout her active life. Nor 
is the prospect of what awaits her when her active 
life is finished calculated always to alleviate her 
anxiety. A profession which demands excessive, 
expenditure of youth and health is a profession 
ill-organized and inefficient. The Congress of 
Nurses is to be congratulated on having set the 
well-being of the nurse herself side by side with 
that of her patients, and on having insisted upon 
the incongruity of fatigue with treatment. 
Against that background of common sense the lec- 
tures and discussions upon technical subjects 
have achieved an added significance in keeping 
with their catholic nature.” 


—Editorial, “London Times” 
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The American College of Surgeons Hospital 
Standardization Conference 


Stevens Hotel, Chicago, October 25 to 29, 1937 


ACH year at the Annual Convocation of the 
F American College of Surgeons, the Hospital 
Conference has been given a leading part in 

the program for the week. It brings together 
hospital administrators from all over the United 
States and Canada. It is one of the largest assem- 
blies of hospital people which convene each year. 


The Hospital Conference this year will be of 
more than ordinary importance and the program 
which has been arranged for it will attract an un- 
usually large attendance. The Assistant Director 
of the American College of Surgeons, Dr. Malcolm 
T. MacEachern, has provided in this program for 
the discussion of practically every phase of hos- 
pital operation. Every day in the week, both 
morning and afternoon, will be given over to 
round tables, panel discussions, conferences, and 
clinical demonstrations in the hospitals of Chi- 
cago’s metropolitan area. 


Program 
Monday, October 25 
REGISTRATION FOR HOSPITAL DELEGATES 


Opening Session 
10:00 A. M. to 12:30 P. M. 


BALLROOM, STEVENS HOTEL 


Presiding: Eugene H. Pool, M.D. 
President, American College of Surgeons 
New York City 


PRESIDENT’S ADDRESS 
Eugene H. Pool, M.D. 
New York City 


REPORT OF THE 1937 SURVEY OF HOSPITALS AND 
OFFICIAL ANNOUNCEMENT OF THE APPROVED 
LIST 

George Crile, M.D. 

Chairman, Board of Regents 
American College of Surgeons 
Cleveland, Ohio 


THE APPROVED HOSPITAL AND ITS OBLIGATION— 
DIAGNOSIS AND THERAPY, EDUCATION, PREVEN- 
TION, AND RESEARCH 

Bert W. Caldwell, M.D. 


Executive Secretary 

American Hospital Association 
Editor, HOSPITALS 

Chicago, Illinois 


PERSONALITY AND PSYCHOLOGY IN THE HOspPITAL 
G. Harvey Agnew, M.D. 
Secretary, Hospital Department 
Canadian Medical Association 
Toronto, Canada 


TRENDS IN MEDICAL EDUCATION AS AFFECTING 
HOSPITALS OFFERING INTERNSHIPS AND REsI- 
DENCIES 

J. H. J. Upham, M.D. 
President, American Medical Association 
Columbus, Ohio 


CRITERIA TO BE OBSERVED WHEN SELECTING In- 
TERNS AND RESIDENTS 
James H. Means, M.D. 
Professor of Medicine, Harvard University 
Medical School 
President, American College of Physicians 
Boston, Massachusetts 


SURGICAL ORGANIZATION IN NON-UNIVERSITY 
CONNECTED HOSPITALS 
Charles A. Bowers, M.D. 
Director of Surgery, St. Luke’s Hospital 
Cleveland, Ohio 


THE EFFECT HosPITAL INSURANCE PLANS ARE 
HAVING ON MEDICAL AND HOSPITAL SERVICES 


C. Rufus Rorem, Ph.D 

Director, Committee on Hospital Service 
American Hospital Association 

Chicago, Illinois 


2:00 to 5:00 P. M. 


BALLROOM, STEVENS HOTEL 


Presiding : George E. Wilson, M.D. 
Assistant Professor of Surgery, University 


of Toronto 
Toronto, Canada 
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GENERAL THEME—THE MEDICAL STAFF 
CONFERENCE 


a GENERAL PRESENTATION OF SUBJECT 
Harold L. Foss, M.D. 
George F. Geisinger Memorial Hospital 
Danville, Pennsylvania 


b PANEL DISCUSSION FROM THE FOLLOWING VIEW- 

POINTS: 

PROPER ATTITUDE OF THE MEDICAL STAFF 
James T. Nix, M. D. 
Louisiana State University Medical Center 
New Orleans, Louisiana 

TIME, PLACE, AND PHYSICAL ESSENTIALS 
William H. Walsh, M.D. 
Hospital Consultant 
Chicago, Illinois 

CONDUCT OF THE CONFERENCE 
Edward L. Tuohy, M.D. 
St. Mary’s Hospital 
Duluth, Minnesota 

CRITERIA OF A GOOD MEDICAL STAFF CONFER- 
ENCE 
Felix P. Miller, M.D. 
Masonic Hospital 
El Paso, Texas 


¢ DEMONSTRATION—A MODEL MEDICAL STAFF 
CONFERENCE 
Medical Staff of Ravenswood Hospital 
Chicago, Illinois 


Tuesday, October 26 
10:00 A. M. to 12:30 P. M. 
NORTH BALLROOM, STEVENS HOTEL 


Presiding: E. Weldon Young, M.D. 
Governor, American College of Surgeons 
Seattle, Washington 


GENERAL THEME—CLINICAL DEPARTMENTS OF 
THE HOSPITAL, EMBRACING ORGANIZATION, 
DIRECTION, CONTROL, FUNCTIONING 


ORAL SURGERY AND THE DENTAL DEPARTMENT IN 
THE GENERAL HOSPITAL 
William H. G. Logan, M.D., D.D.S. 
Chicago College of Dental Surgery 
Chicago, II. 
PSYCHIATRIC DEPARTMENT IN THE GENERAL Hos- 
PITAL 
Samuel W. Hamilton, M.D. 
National Committee for Mental Hygiene 
New York City 


THE PHYSICAL THERAPY DEPARTMENT IN THE 
SMALL, MEDIUM, AND LARGE GENERAL HosPITAL 
John S. Coulter, M.D. 
Northwestern University Medical School 
Chicago, Illinois 
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THE OUT-PATIENT DEPARTMENT IN THE GENERAL 
HOSPITAL 
Christopher G. Parnall, M.D. 
Rochester General Hospital 
Rochester, New York 


THE OBSTETRICAL DEPARTMENT IN THE GENERAL 
HOSPITAL 
Otto H. Schwarz, M.D. 
Washington University School of Medicine 
St. Louis, Missouri 


2:00 to 5:00 P. M. 
NORTH BALLROOM, STEVENS HOTEL 


Presiding: Fred G. Carter, M.D. 
Superintendent, The Christ Hospital 
Cincinnati, Ohio 


GENERAL THEME—HOSPITAL PERSONNEL 
MANAGEMENT 


a GENERAL PRESENTATION OF SUBJECT 
Frank J. Walter 
St. Luke’s Hospital 
Denver, Colorado 


b PANEL DISCUSSION FROM THE VIEWPOINTS OF: 
SELECTION 
E. Muriel Anscombe, R.N. 
The Jewish Hospital 
St. Louis, Missouri 


PHYSICAL HEALTH 
Harold L. Scammell, M.D. 
The Victoria General Hospital 
Halifax, Nova Scotia 


ASSIGNMENT OF DUTIES 
Clinton F. Smith 
Grant Hospital 
Chicago, Illinois 


WORKING AND LIVING CONDITIONS 
Joseph G. Norby 
Columbia Hospital 
Milwaukee, Wisconsin 


MORALE 
Macie N. Knapp, R.N. 
Brokaw Hospital 
Normal, Illinois 


c TRAINING AND EDUCATION OF HOSPITAL PER- 
SONNEL 
George O’Hanlon, M.D. 
Jersey City Medical Center 
Jersey City, New Jersey 


GROUP HOSPITAL ADMINISTRATION 
D. Allan Craig, M.D. 
East Maine General Hospital 
Bangor, Maine 





8:00 to 10:00 P. M. 
Boulevard Room, Stevens Hotel 


Joint Session, American College of Surgeons with 
Chicago Hospital Association and Chicago Hos- 
pital Council 


Presiding: Charles H. Schweppe, Chicago; 
President, Chicago Hospital Council 


General Theme—Public Relations 


a GENERAL PRESENTATION OF SUBJECT 
Perry Addleman 
Chicago, Illinois 
b PANEL DISCUSSION FROM THE FOLLOWING 

VIEWPOINTS: 

THE HOSPITAL ADMINISTRATOR 
Ada Belle McCleery, R.N. 
Evanston Hospital 
Evanston, Illinois 

THE MEMBER OF THE MEDICAL STAFF 
Frederic J. Cotton, M.D. 
Medical School of Harvard University 
Boston, Massachusetts 

THE PRESS 
Howard W. Blakeslee 
The Associated Press 
New York City 

FUND RAISING 
Paul H. Fesler 
Wesley Memorial Hospital 
Chicago, Illinois 

COMMUNITY GOOD WILL 
A. Edward A. Hudson 
Waynesboro General Hospital 
Waynesboro, Virginia 


Wednesday, October 27 


10:00 A. M. to 12:30 P. M. 
North Ballroom, Stevens Hotel 


Joint Session, American College of Surgeons with 
the Association of Record Librarians of North 
America 


Presiding: R. C. Buerki, M.D., Madison; 
Superintendent, State of Wisconsin Gen- 
eral Hospital 


DEVELOPING A MEDICAL RECORD CONSCIOUSNESS 
IN THE HOSPITAL 
Sister M. Patricia, O.S.B., B.S., R.R.L. 
St. Mary’s Hospital 
Duluth, Minnesota 


WHAT CONSTITUTES A PROPER APPRAISAL OF THE 
MEDICAL RECORD 
Charles B. Puestow, M.D. 
University of Illinois College of Medicine 
Chicago, Illinois 
Lillian H. Erickson, R.R.L. 


Milwaukee Children’s Hospital 
Milwaukee, Wisconsin 


INCOMPLETE MEDICAL RECORDS— 
CAUSES AND REMEDIES 
Alice G. Kirkland, R.R.L. 
Samuel Merritt Hospital 
Oakland, California 


THE REMUNERATIVE VALUE OF GOOD MEDICAL 
RECORDS 
Richard B. Davis, M.D. 
Greensboro, North Carolina 


THE TECHNIQUE OF MAKING GROUP STUDIES OF 
DISEASES 
Thomas R. Ponton, M.D. 
Editor, Hospital Management 
Chicago, Illinois 


2:00 to 5:00 P. M. 
TOWER BALLROOM, STEVENS HOTEL 


CONVERSATION ROUND TABLE CONFERENCE— YOUR 
AND My MEDICAL RECORDS PROBLEMS AND How 
WE SOLVE THEM 


Coordinator: 
Edna K. Huffman, R.R.L. 


Participants: 
Esther Badger, R.R.L. 
Fairmont Hospital of Alameda County 
San Leandro, California 
Genevieve Chase, R.R.L. 
Massachusetts General Hospital 
Boston, Massachusetts 
Jessie Harned, R.R.L. 
Rochester General Hospital 
Rochester, New York 
Adaline Hayden, R.R.L. 
University of Chicago Clinics 
Chicago, Illinois 
Helen A. Hayes, R.R.L. 
St. Alexis Hospital 
Cleveland, Ohio 
Sister M. Hilda, R.R.L. 
St. Joseph’s Hospital 
Joliet, Illinois 
Jennie C. Jones, R.R.L. 
Maryland General Hospital 
Baltimore, Maryland 
Wesleyna Smith, R.R.L. 
Metropolitan Life Insurance Company Sana- 
torium 
Mt. McGregor, New York 
Elizabeth K. Terhune, R.R.L. 
St. Luke’s Hospital 
Davenport, Iowa 
Evelyn M. Vredenburg, R.R.L. 
Woman’s Hospital 
New York City 
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Thursday, October 28 
10:00 A. M. to 12:30 P. M. 
NORTH BALLROOM, STEVENS HOTEL 


PANEL ROUND TABLE CONFERENCE — PERTINENT 
PROBLEMS RELATING TO HOSPITAL ADMINISTRA- 
TION AND HOSPITAL STANDARDIZATION 
Conducted by: 

Robert Jolly 
Memorial Hospital 
Houston, Texas 


R. C. Buerki, M.D. 
State of Wisconsin General Hospital 
Madison, Wisconsin 


CALL SYSTEMS FOR HOSPITALS 
John Gorrell, M.D. 
Blodgett Memorial Hospital 
Grand Rapids, Michigan 


ADMINISTRATIVE PROBLEMS OF THE SMALL 
HOSPITAL 
Gladys Brandt, R.N. 
Cass County Hospital 
Logansport, Indiana 


NURSING SERVICE 
Sister Mary: Lidwina 
Mercy Hospital 
Chicago, Illinois 


MEDICAL SOCIAL SERVICE STANDARDS 
Babette Jennings 
Children’s Memorial Hospital 
Chicago, Illinois 


AIR-CONDITIONING IN HOSPITALS 
Perry W. Swern 
Hospital Architect 
Chicago, Illinois 


HOSPITAL INCOME 
Bryce L. Twitty 
Baylor University Hospital 
Dallas, Texas 

THE HOSPITAL PHARMACY 
Edgar C. Hayhow 
Paterson General Hospital 
Paterson, New Jersey 


2:00 to 5:00 P. M. 
NORTH BALLROOM, STEVENS HOTEL 


STANDARDIZATION OF HOSPITAL FURNISHINGS, 
EQUIPMENT, AND SUPPLIES 
John N. Hatfield 
Pennsylvania Hospital 
Philadelphia, Pennsylvania 


Food SERVICE 
Miriam C. Connelly 
University of Maryland Hospital 
Baltimore, Maryland 
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PROFESSIONAL PROBLEMS OF THE SMALL HOSPITAL 
Mary E. Skeoch, R.N. 
St. Luke’s Hospital 
Marquette, Michigan 


NURSING EDUCATION 
Mary M. Roberts, R.N. ? 
Editor, American Journal of Nursing 
New York City 


OUT-PATIENT DEPARTMENT 
Frederick MacCurdy, M.D. 
Vanderbilt Clinic 
New York City 


THE CANCER CLINIC IN THE GENERAL HOSPITAL 
Frank E. Adair, M.D. 
Memorial Hospital 
New York City 


THE FRONT OFFICE OF THE HOSPITAL 
Lee C. Gammill 
Baptist State Hospital 
Little Rock, Arkansas 


Friday, October 29 


10:00 A. M. to 12:00 M. 
2:00 to 4:00 P. M. 


Demonstrations in Chicago Hospitals—Organiza- 
tion, Management, ‘and Procedures 

On Friday, October 29, both morning and after- 
noon sessions will be given over to demonstrations 
in the Chicago hospitals. These demonstrations 
will cover organization, management, and pro- 
cedures in hospitals. The delegates will be pro- 
vided with a list of these demonstrations, which 
have been assigned to the different hospitals, upon 
their registration at the Conference and at that 
time will indicate their selection of the demonstra- 
tion which they wish to attend. 

The following hospitals of the Chicago Metro- 
politan area will stage the demonstrations: 

Augustana Hospital 

Chicago Lying-in Hospital 

Chicago Memorial Hospital 

Children’s Memorial Hospital 

Cook County Hospital 

Grant Hospital 

Henrotin Hospital 

Michael Reese Hospital 

Mount Sinai Hospital 

Passavant Memorial Hospital 

Presbyterian Hospital 

Ravenswood Hospital 

St. Elizabeth’s Hospital 

St. Joseph’s Hospital 

St. Luke’s Hospital 

St. Mary of Nazareth Hospital 

University of Chicago Clinics 

Wesley Memorial Hospital 

West Suburban Hospital 





Tax Funds and the Voluntary Hospital 


FRED K. HOEHLER, Chicago 


this Conference and, as a representative of 

the public welfare officials, expressed appre- 
ciation for the great amount of service and aid 
which hospitals—public and private—have given 
to your colleagues in public relief administration 
who were charged with the responsibility of keep- 
ing soul and body together for millions of people 
over the past eight years. 


[is YEAR I spoke to the Trustee Section of 


You were patient and charitable in an emer- 
gency and had an important part meeting it with- 
out too great a loss of life or of self-respect for 
these millions. 


Today we are looking out on an uncharted sea 
of new permanent government services. The im- 
portance of greater charity and patience is marked 
by the lack of the glamor and thrill which was 
present when we met an emergency. 


Today, as in the past decade, there is consider- 
able discussion pro and con about this govern- 
ment’s responsibility for the care of those who 
may be in need of food, clothing, and shelter. Fre- 
quently, in the last few years, this discussion has 
included the obligation of government to provide 
medical care for a large indigent group and for 
those who even very recently have come to look 
to state and federal funds for support under per- 
manent public assistance programs. 


Sometimes this war of words has been confined 
to an academic discussion of private versus pub- 
lic responsibility. At other times it verges on a 
political argument concerned with the particular 
level of government which should provide funds 
for necessary care. 


The Government in the Field of Medical Care 


When the smoke has cleared away after each 
argument, we find only that governments gen- 
erally, state and federal, have larger budgets and 
greater responsibilities for their public assistance 
functions. In the area of cash or commodities for 
food, clothing, and shelter to the indigent, the 
push forward by government has been rapid and 
expensive, but not without some justification in a 
wealthy country where involuntary hunger and 
near nakedness should not be tolerated. 


The attempts of governments to step into the 


Presented before the Administration Section, American Hospi- 
tal Association Convention, Atlantic City, September 16, 1937. 
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field of medical care have been faltering and with- 
out the assurance which government has demon- 
strated in other fields. This situation is due 
largely to the resistance on the part of the medi- 
cal profession and of medical service institutions 
—a resistance born of lack of confidence in gov- 
ernment services and a fear of partisan political 
entanglement. Both of these elements in resistance 
can be amply justified in examples cited by phy- 
sicians and hospital superintendents. 


As a person of more than two decades of expe- 
rience as an observer and participant in public 
service, I can well understand the arguments put 
forward by these groups. Partisan politics may 
be more vicious and degrading than medical poli- 
tics or hospital politics, and frequently govern- 
ment service is less efficient and more handicapped 
by red tape than private service. The way to cor- 
rect these evils—and they must be corrected—is 
not to shun government service but to participate 
in it and to raise the standards to meet those you 
represent. I would not have you assume that | 
believe all the poor standards of service and abil- 
ity are confined to public services. You know as 
well as I that there are many spots where gov- 
ernment services of all sorts exceed in standards 
of excellence similar services under private enter- 
prise. 


There is every indication that for the next dec- 
ade or perhaps longer, governments will expand 
or at least intensify their services in the field of 
human welfare. The evidences of this trend are 
seen in a new national social philosophy—not en- 
tirely political but represented by a mass move- 
ment. They are also found in new legislation 
which cannot be repealed in face of this new 
philosophy—and which assigns new responsibili- 
ties in human welfare to government, taxing its 
citizens to pay for it. Finally, there is a recog- 
nition on the part of a majority of our people that 
government must accept the responsibility for s0- 
cial and economic security to the individual. This 
is expressed in platforms of all our political par- 
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ties and in resolutions of most of our important 
national organizations. 


To the best observers, this service is inevitable 
and I am assuming that most of you, too, accept 
it as such—perhaps with reservations. 


Facilities for Institutional Care 


With government extending its services to peo- 
ple to the medical care field, let us examine what 
are the facilities for institutional care of the sick 
poor or not so poor, but sick. 


The need of hospital care for persons unable to 
pay for it out of their own resources raises the 
question of the facilities available for such care 
in various communities throughout the United 
States, and of the sources from which the costs 
of the care are to be met. 


The general hospitals of the country (excluding 
the special hospitals for mental diseases, tuber- 
culosis, etc.) are in part maintained by govern- 
ments, chiefly cities and counties, and in part by 
voluntary agencies. The governmental general 
hospitals (excluding those provided by the fed- 
eral government for veterans and other special 
groups) constitute 12 per cent of the hospitals 
and provide 23 per cent of the beds. The non- 
governmental hospitals constitute 83 per cent of 
the number of general hospitals and furnish 68 
per cent of beds. 


The county is considered the logical unit for 
public welfare services. There are 3073 counties 
in the United States. In 43 per cent of these 
counties, having a population of 44,000,000 or 
about 36 per cent of the whole population of the 
country, there are no government hospitals at all. 
In 5 per cent of the counties, having only about 
3 per cent of the population, the provision of gen- 
eral hospital care is entirely in government hos- 
pitals. 


In 296 counties (nearly 10 per cent of all coun- 
ties), having 46 per cent of our total population, 
both government and non-government general 
hospitals are found. Special attention should be 
directed to these counties, which are found in al- 
most all of the states and which include most of 
the counties containing large cities. In these 296 
counties, the non-government beds constitute 
about two-thirds of the total provision, the gov- 
ernment beds about one-third. The government 
beds are, however, relatively concentrated in a 
comparatively limited number of centers, so that 
in 25 per cent of these 296 counties, the govern- 
ment beds constitute less than one-fourth of the 
total local provisions, and in two-thirds of the 
counties the government beds constitute less than 
one-half of the total. 
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The capital investment in all general hospitals 
(with a total of about 450,000 beds) is about two 
billion dollars, an average of between $4,000 and 
$5,000 per bed. As will be seen from the preced- 
ing statement, the larger part of this costly in- 
vestment is in non-governmental hospitals. 


From these figures we must recognize that the 
provisions for public hospital care by any level of 
government is insufficient to meet the needs of 
free or low pay hospital care. In many places 
there are no general hospitals and there must be 
complete dependence upon voluntary hospitals. 
Where this is the case, it is only fair and proper 
that tax funds should share in the cost of such 
services as are rendered. 


When this is the case, there are certain mutual 
obligations which must be observed. 


The tax-supported subdivision has a responsi- 
bility to meet whatever share of the cost it has 
agreed to assume. 


The voluntary hospital must expect and should 
welcome the insistence upon certain standards re- 
quired by the public authority. That there exists 
varying attitudes towards both sides of the mu- 
tual responsibility cannot be denied. Recent 
studies of the American Public Welfare Associa- 
tion into this field produced some interesting ma- 
terial which might have general application. Al- 
though the actual field visits were confined to 
ten states, correspondence was received from 
more than thirty states. 


Reimbursing Voluntary Hospitals With Tax Funds 
for the Care of Public Charges 


It is clear from these studies that the utiliza- 
tion of non-governmental hospital facilities for 
the care of the indigent sick at public expense, 
in communities with insufficient or no govern- 
mental hospitals, is found to be an accepted prac- 
tice. This widespread policy of using tax funds 
to pay voluntary hospitals for the care of public 
charges has been substantially borne out by two 
previous studies on “Policies of Local Govern- 
ments With Regard to Hospitals” made in 1935 
and 1936. This current study further extends the 
inquiry with a view to learning something of the 
administrative mechanisms employed in making 
tax funds available for the use of voluntary hos- 
pitals, and the manner of negotiating agreements. 


This expansion of the use of tax funds through 
existing resources creates problems difficult of so- 
lution. The ways and means of effecting an ami- 
cable and businesslike relationship are of grave 
concern to both the public authorities and the hos- 
pital administrators. The focus of attention pri- 


73 





marily centers on four points in the community’s 
effort to effect a plan for the use of non-govern- 
mental hospitals: 


1 Basis for payment of tax funds to voluntary 
hospitals 


Methods of determining basis of payment 


Authority for establishing eligibility for 
hospital care 


The setting up of safeguards for standards 
and quality of hospital service 


With regard to the first point, basis for pay- 
ment of tax funds to voluntary hospitals, it is 
significant to find the trend definitely in the direc- 
tion of a policy of making payments in terms of 
service rendered. The per diem rate is most 
widely used; the per diem rate in the communities 
studied ranges from $1.50 to $4.50. In the lower 
range, payment for extras, including anesthetics, 
operating room use, laboratory fees, x-rays, blood 
transfusions and medications, is usually made. 
A small number of communities still make lump 
sum appropriations directly to the hospitals with- 
out regard to the number of persons rendered 
service as public charges. The local authorities 
in two of these communities expect a change to 


be made to a per diem rate plan within a year. 


In the large urban centers the overflow is given 
care in voluntary hospitals. In fact, this has been 
the practice in New York City for more than forty 
years. There are only a few communities using 
local government hospitals exclusively. 


Determining the Basis of Payment 


With regard to the second point, determining 
the basis of payment, in the communities visited 
the agreement has usually been made informally 
in joint discussion, committee or conference be- 
tween hospital authorities and the public welfare 
officials. Readjustments in plan of payment have 
usually been prompted by one agency feeling it 
has been imposed upon—the hospital thinking it 
has not been receiving sufficient recompense from 
the public funds for the care of indigents, or the 
welfare unit thinking hospital costs have been ex- 
orbitant. 


In a few cases the problem of the voluntary hos- 
pital is practically accepted as a governmental 
obligation and estimates of budgets are presented 
to the county and city from which lump sum allo- 
cations are received. In addition, a substantial 
grant from the state is received. This plan does 
not take into account the actual amount of service 
rendered indigent patients. 


There are some communities where negotia- 
tions are effected by a hospital council plan. How- 
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ever, an example showing the effectiveness of this 
method is found in the case of the City of Buf. 
falo, where the hospital council through negotia. 
tions over a period of three years brought about 
a more equitable rate. 


Admission Control 


With regard to the third point, authority for 
establishing eligibility for hospital care (some. 
times referred to as admissions control), the re. 
sponsibility for granting authorization for ex. 
penditure of public funds for hospital care has 
been most frequently found to rest with the wel- 
fare department. In the well-organized welfare 
programs, the growing tendency is to have the 
medical referrals handled by medical social work- 
ers or by a medical service division with a physi- 
cian as head. Where such a plan is followed, the 
factor of illness is considered in the light of the 
social situation of the individual and the family 
of which he is a part. In a few instances, the 
control as to authorization for hospital care is ex- 
ercised by the hospital or a department of hos- 
pitals. In some communities in two sections of 
the country (Illinois and New England) local pub- 
lic officials (township supervisors and first select- 
men) handle applications. 


The question of the marginal group, or those 
only “medically indigent,” is a serious and in- 
creasingly important one. In many communities 
there are no channels through which this group 
can be considered or accepted at public expense. 
It looms large in case of emergency admission. 
A rigid standard results in one of two things: 
hospitalization is denied to a considerable number 
or the hospital is left to assume the loss when 
the service has been rendered following an emer- 
gency admission. 


Setting Up Safeguards for Standards and Quality 
of Hospital Service 


With regard to the fourth point, the setting up 
of safeguards for standards and quality of hos- 
pital service, there is little evidence to show that 
safeguards, as such, have been devised by the 
public agencies responsible for the proper expendi- 
ture of public funds to guarantee standards of 
service. This is true of those communities using 
voluntary hospitals exclusively: The local author- 
ities scarcely feel qualified to make judgments in 
a professional field and, to date, there has been 
no provision on a state-wide basis to meet this 
problem. 


It is interesting, however, in contrast to the 
situation where voluntary hospitals are used ex- 
clusively, to find that supervision as to standards 
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and quality of service has been provided through 
public channels in three communities where vol- 
untary hospitals are used for the overfiow because 
the government hospital facilities are insufficient 
to meet the increasing demand. New York City 
has used voluntary hospitals approved by the De- 
partment of Hospitals to supplement the services 
of the government hospitals for forty years or 
more. Forms worked out by this department are 
used for supervision and control of the voluntary 
hospitals. The City of Chicago, through the 
Emergency Relief Commission, uses only approved 
voluntary hospitals to supplement the govern- 
ment hospital. This plan of using voluntary hos- 
pitals was worked out in the early period of the 
depression when Cook County Hospital was taxed 
beyond capacity. The City of Baltimore, through 
the Department of Public Welfare, provides care 
for the overflow by written contract with individ- 
ual voluntary hospitals. The Director of the De- 
partment of Public Welfare reports that the pub- 
lic department is starting to supervise standards 
of the hospitals with which contracts are made. 
He states that the intensity of the controversy, 
as to whether the practice of using local hospitals 
is desirable or not, would seem to grow less with 
the rigidity of the supervision exercised by the 
city over the private institutions. Quoting from 
the First Annual Report of the Department of 
Public Welfare, City of Baltimore, 1935: 


“The City should inaugurate a vigilant and 
adequate system of supervision so that it can 
guarantee to the sick poor of Baltimore, for 
whom it provides, an adequate standard of 
hospital care. Every first-class hospital on 
the City list would welcome such super- 
vision.” 


This is an area in which much exploration may 
be necessary, but the problem is one which the 
public agency on one hand and the voluntary hos- 
pital on the other may not dodge if their rela- 
tions are to be continuous and of wholesome serv- 
ice to the community. 


Standards of service and of accounting must be 
acceptable to those who pay the bill. Otherwise, 
hew governmental institutions will grow up in a 
community already well supplied with services 
and facilities to meet its needs. 


There are certain obligations which both the 
public authorities and the voluntary hospitals 
should accept. 


The taxing unit— 


1 Should be thoroughly responsible and pro- 
vide funds to meet its obligation in full on the 
basis of an agreement previously agreed. 
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2 It should avoid the flagrant use of police 
authority and never use political pressure to 
obtain admissions and special privileges. 


3 It must be thoroughly informed on the 
ability of the hospital to provide the service 
which is required of it. This can only be ac- 
complished by adequate service of inspection... 


4 It must have a clear-cut procedure for de- 
termining admissions and not expect too much 
economic investigation by the hospital after the 
patient is hospitalized. The certification of a 
physician or panel agreed upon should be a pre- 
requisite for acceptance for public care. 


The voluntary hospital— 


1 Should meet standards of service equal to 
those prescribed by the College of Surgeons and 
registered by the American Medical Associa- 
tion. 


2 It must have a sound business practice 
and not expect tax support to meet deficits in- 
curred by poor business or accounting methods. 


3 It should agree with the tax authority on 
a method of determining the financial ability 
of the patient. 


4 It should never be in a position of com- 
peting with other hospitals by cutting rates, 
but should join with other hospitals and the 
public authorities in determining a fair rate as 
a charge for services. 


5 An adequate standard of medical social 
work should be that which is required by the 
American Association of Medical Social Work- 








Doctors Winford H. Smith and A. J. Lomas on the 
Boardwalk 


75 





The Prevention of Ward Infections in 
Children's Hospitals 


MARY KNOTT BAZEMORE, M.D., and WILLIAM M. McFADDEN, M.D., Philadelphia 


attention some new scientific achievement. 

This is an old subject, and perhaps a very dry 
one. We know all the answers. It is no doubt 
merely a repetition of facts and observations with 
which we are all familiar. 


Testent is no attempt here to bring to your 


It is a human fancy to delve into the unknown, 
to think, to study, and to write about the new 
things, the new discoveries. Yet, it is well worth 
our while sometimes to turn about and review 
some of the things which we know too well, to see 
if we have not missed something, to ask ourselves 
if it is not time to give up some of the old habits. 


Preventive medicine is always a_ difficult 
product to sell. Even though the prevention is 
certain to a specific disease there is oftimes much 
opposition from the medical profession and its 
allied branches, let alone the public. If this be 
true of the specifics, how much more difficult it 
becomes to stir up lasting enthusiasm and effort 
along those general lines of prevention which 
seem to be far less tangible. Nevertheless, if we 
can stir up, not so much our childrens hospitals, 
but our general hospitals providing pediatric 
services then this short paper will prove of some 
use. 


In the middle ages contact and grouping were 
recognized as necessary to the spread of disease. 
It has been almost a century since Semmelweis 
discovered that soap and water applied to the 
proper place at the proper time, the hands of the 
obstetrician during his attendance upon women 
at childbirth, saved'a great many lives. How 
many of us here today would not be present but 
for this one simple procedure. Semmelweis did 
not have the culture plates, the microscopic proof 
let us say which we demand today. Yet, we ac- 
cept his findings as a fundamental scientific prin- 
ciple. Pasteur, almost as long ago, learned that the 
air was contaminated with living bacteria. 


What more favorable setting for the spread of 
disease could we find than a ward full of sick 
children, sick not with one, but with many infec- 
tions. This is a difficult challenge, and on the 
whole we perhaps have done very well in meeting 
the problem. We believe that we could, and 
should, do better, and without too much additional 
effort. 
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We have done well with the milk-borne and 
water-borne diseases, and the contagions of child- 
hood. We have done well in controlling most all 
of the contact infections except that large group 
which we call respiratory tract infections. We 
have certainly not caused much of an impression 
upon the spread of these. Apparently we have 
the means to effect this, and yet for one reason 
or another we have been rather lax in taking up 
all of our weapons. 


Brenneman has written a splendid paper a few 
years back in which he reminds us of the difficul- 
ties attendant upon the control of the spread of 
respiratory disease. If we consult the public 
health reports we learn that eighty-five per cent 
of deaths from infectious and parasitic diseases 
in the United States result from those diseases 
in which the usual portal of entry is the naso- 
pharynx. We perhaps are startled when we learn 
that colds and bronchitis, influenza and pneumonia 
and tonsilitis account for more than one-half of 
all illness; that diseases spread through the 
nasopharynx occupy more bed space than all 
others combined. In most all instances we know 
the causes, we know how the diseases are spread, 
and we have good methods of interferring with 
this spread. Yet, isn’t there a great tendency on 
the part of all of us, and we believe that physicians 
and nurses rank high among the offenders, to 
belittle our methods of control? 


All of us who practice pediatrics, certainly in 
this part of the country, need consult no public 
health report to learn about the great amount of 
respiratory tract infection which exists. For the 


most part we trust in God and our own immunity . 


to protect ourselves, and to protect our patients 
from each other and from us as carriers. 


Cross-infection 


All of us admit that we see cross-infection in 
our wards. However; we are certain that there 
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do occur many more cases that we recognize as 
such. Perhaps we are too ready to accept a good 
many as complications rather than additional 
infections from some outside source. 


Ask a supervising nurse how much cross-infec- 
tion occurs in her childrens ward. She honestly 
does not believe that there has been more than 
one or two definite instances which she has wit- 
nessed. She will perhaps tell you that the last 
case of scarlet fever brought no secondary cases, 
maybe one; that the last child with measles was 
the only one at that time, the non-immune con- 
tacts having all been treated prophylactically with 
adult or convalescent serum; that there is a baby 
or two with enteritis, but they were admitted as 
feeding problems, and there is a good deal of 
difficulty in finding the proper formula—of course 
no suggestion of cross-infection here. She will 
usually admit that the boy in the bed next to the 
child in the corner developed a cold two or three 
days after the one in the corner. 


' How many times do we meet with undoubted 
cross-infection in the home? On too many oc- 
casions we see ear infections run through a fam- 
ily. One child develops scarlet fever, another 
otitis media, and the mother a septic pharyngitis, 
both the latter unquestionably cross-infections 
from the scarlet fever. 


We have granted that we take pains to prevent 
cross-infection by the common contagions and we 
admit good results. A group at the Fifth Avenue 
Hospital of New York City used specific con- 
valescent serum against the common contagious 
diseases, in lieu of quarantine, over a period of 
three years. Forty-seven per cent of the ward 
population was susceptible, and the cross-infec- 
tion rate among those susceptibles was less than 
five per cent. 


Sauer, using aseptic technique at the Cradle 
reports no cross-infection enteritis over a period 
of six years. What is more to the point there 
were no deaths from cross-infection enteritis in 
this period, whereas in 1927 there were twenty- 
seven deaths due to enteritis, twenty-one of the 
infants having developed the first symptoms after 
being in the institution longer than ten days. 
Here, complete control followed adoption of 
aseptic technique, which, though detailed and re- 
quiring relatively large numbers of nurses, was 
accomplished at a per capita reduction in cost of 
twenty-six per cent. 


Okell and Elliot published in 1936 a very illumi- 
nating study of cross-infection in the ear, nose, 
and throat department of the University Hospital 
of London. In three and one-half years these in- 
vestigators demonstrated definitely by laboratory 
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cultures fourteen distinct outbreaks. Some of 
the cases of cross-infection died as the result of 
the cross-infection. These investigators deter- 
mined beyond a shadow of doubt that the ma- 
jority of ear, nose, and throat cases harbor latent 
or active streptococcic infection, that tonsilec- 
tomy, adenoidectomy and sub-mucus resection 
render the naso-pharynx highly susceptible to 
cross-infection, and that both septic and “clean” 
cases must be protected from cross-infection. 


It has been demonstrated repeatedly therefore 
that cross-infections are not rare, but common. 
We need only look for them and we will find them. 
It has been further illustrated that this threat can 
be largely eliminated. The equipment is not too 
much to provide, the expense is not great, neither 
in construction, nor nursing. In fact, there is no 
reason to doubt that such measures will more than 
warrant the investment. 


Prevention of Cross-infection 


With these things in mind the authors visited 
several Philadelphia hospitals maintaining chil- 
drens wards to find out how much was left undone 
merely because no one was excited enough to 
change old methods. These are our conclusions. 


First, we believe that it is a perfectly fair state- 
ment to say that childrens wards are provided 
with too little nursing, especially at night. Where 
there is one nurse to six or eight patients during 
the day, it is common to find two nurses, occasion- 
ally one nurse caring for thirty or forty patients 
at night. What sort of technique can we expect 
from these nurses when they must care for so 
many, especially when the group contains, as com- 
monly happens, six to ten infants and from two 
to five or six very ill older children? So it would 
seem to us that the first step in furthering the 
prevention of cross-infection is to provide ade- 
quate nursing care, not only in the daytime, but 
as much at night. 


Stricter Isolation Needed 


The majority of these institutions have large 
wards, by which we mean from ten to twenty beds 
in a single large room. It is time that these insti- 
tutions make every effort to carry out stricter iso- 
lation of all infectious cases, obvious or latent. 
The present routines are of unquestioned value, 
but there are many instances when strict isola- 
tion is accomplished only after the initial damage 
has been done. It therefore appears logical to 
either plan for smaller units, let us say of two to 
six beds in each unit, or, when this is impossible, 
to cut up our large wards into smaller ones with 
glass and frame partitions. This is not diffi- 
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cult and would go far in simplifying technique. 
It is advisable here to limit the nurse to a single 
unit. 


We do not believe that merely separating the 
beds with partitions is as effectual in controlling 
the spread of bacteria through the air as the use 
of small units. Wells and Wells mention the dis- 
persion of bacteria (colon bacilli) through build- 
ings at least for a distance of three floors above 
the point of release. Let us quote from these 
investigators—“‘whenever a person sneezes many 
thousand nasopharyngeal organisms remain sus- 
pended in the air, and, in commonly occupied, en- 
closed spaces” (this would include hospital wards) 
“the exchange of nasopharyngeal flora is inevit- 
able.” This is caused by droplets close to the 
source, and by droplet nuclei at distances of more 
than a few feet from the source. 


About one-half of the institutions visited pro- 
vide cubicles for some beds on three sides. In 
none are all the beds cubicled. There is no reason 
why every bed and every crib should not be so 
cut off from its immediate neighbors. These par- 
titions do not utilize too much space. If they do, 
then there are too many beds in the ward. Here 
again we suggest the use of glass and frame, and 
not curtains. It is far better to adequately care 
for a lesser number of patients than to crowd the 
entire group by providing five or ten additional 
beds. 


For infants use there is the Pirquet cubicle. 
This device has been utilized for eight years in 
Vienna, and has proved its value. Shick and 
Karelitz have recently reported on this matter in 
detail. Such a unit would form a very satisfac- 
tory admission room for infants, since the expense 
is not great, the required space is small, and isola- 
tion technique can be effectually carried out. 
There is also available for use a movable infant 
isolation unit. This would prove of value where 
space is at a premium, and where the admission 
rate of small infants is low. 


Soap and Water 


We have much faith in the protection afforded 
patients by the liberal use of soap and water upon 
the hands of the attendants. This is perhaps an 
obvious detail, but is difficult to impress upon 
residents and many visiting physicians. The bell 
of the stethoscope should be included in the bath 
when it is used in the examination. We believe 
that soap and water is not only much more effec- 
tive, but far less irritating to most hands than the 
commonly accepted antiseptic basin. Therefore 
we feel that running water washstands with foot 
pedals should be provided in abundance, one for 
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each, or one for every two cubicles. A good many 
of our institutions still carry on with the apparent 
belief that plumbing should be heard but not seen. 


Gowns 


The use of the clean gown, which is of full 
length, long sleeved and with snug cuffs is a pro- 
tection mutually to the patient and the wearer. 
For nurses whose uniforms are short sleeved 
there is an argument for the short-sleeved gown, 
certainly not for the visiting physician. Physi- 
cians should be provided with sterile gowns of 
this type, and this should unquestionably include 
resident physicians and laboratory technicians. 
The provision of gowns in adequate numbers is 
not an item of great expense, nor does it require 
more than a few seconds of our time to use them. 
The gown is used too seldom. 


Masks 


There is much difference of opinion as to the 
value of the mask. These are generally used in 
nurseries for the care of the newborn, and by 
nurses attending what one might call “front page” 
infections such as meningitis and acute anterior 
poliomyelitis. They are worn by the nurse suf- 
fering from acute infections of the nose and 
throat during the acute stages, seldom however 
over the entire period of her infectiousness. Ob- 
viously an attendant carrying enough infection 
to warrant the wearing of a mask because of her 
own infectiousness should not be on duty in a 
children’s ward. One institution which we included 
in our survey requires the masking of all nurses 
during the winter months. This would appear to 
us to be a rather sensible solution to this problem. 


There is some opinion which holds that the pro- 
longed wearing of gauze masks is of definite harm 
to the wearer. Does this hold true of the operat- 
ing nurse, who, in busy institutions is masked the 
greater part of the day the year around? Perhaps 
one of the newer types of masks, such as that 
made of cellophane, would prove less inconvenient 
and equally as satisfactory. 


A Separate Ward for Tonsillectomy and 
Adenoidectomy Cases 


A separate ward for tonsillectomy and ade- 
noidectomy cases is usually provided. This is 
most certainly an adequate provision, and should 
never be maintained as part of a general ear, nose 
and throat ward because of the extreme suscep- 
tibility of recently op2rated cases to nose and 
throat infections. 


Visiting 


As a general rule visiting privileges are t00 
free. Each visitor is not only upsetting to the 
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sick child and to the routine of the ward, but is 
a potential source of new infection. This last and 
major objection may be eliminated by allowing 
visiting, or should we say “viewing” from the 
far side of a glass partition, except in the case 
of critically ill children when visitors should be 
gowned and masked with some sort of trans- 
parent mask. 


Routine Admission Examinations 


The routine taking of vaginal smears on ad- 
mission is carried out in all institutions visited 
except one. Those patients with positive smears 
are refused admission in most institutions. We 
believe that this is perfectly justified except in 
cases where hospital attention is vital. If this be 
the case, admission can be allowed with strict 
isolation precautions. 


Throat cultures are routinely taken upon ad- 
mission in about one half of the institutions vis- 
ited. We believe this step to be of value, but 
would like to see some report of the results. 


We have purposely not attempted here to deal 
with the technique of the care of accessories such 
as thermometers, dishes, linen, bed-pans, tables, 
toys, etc., as these are rather generally well cared 
for. 


Summary 
We want only to draw your attention once again 


to an old subject. We believe it extremely valu- 
able to well-managed institutions, and we further 


are convinced that there is too little regard of its 
importance. We further believe that, without too 
much effort, and at minimum expense, cross- 
infection can be almost wholly eliminated in chil- 
dren’s wards. 


To accomplish these ends we propose the fol- 
lowing as the least that is necessary: 


1 An admission ward containing four beds 
An admission ward containing two to four 
cribs in institutions where the admission 
rate warrants this number 


Provision of small wards or units of four to 
six beds or cribs in each, giving isolated 
nursing 


Provision of cubicles for all beds and cribs 


An adequate number of wash basins with run- 
ning water and equipped with foot pedals 


The gowning of all attendants, and masking 
of all attendants during the winter months, 
and of those contacting respiratory diseases 
including all ear, nose and throat cases 
throughout the year. 


Vaginal smears on admission 
More rigid limitation of visiting privileges 
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Poliomyelitis Care Being Expedited by Ontario Government 


It is gratifying to note the efforts being put 
forth by the Ontario Department of Health to 
combat the epidemic of infantile paralysis, which 
has become so serious in this province. Already 
some 1,500 cases have been reported. Convales- 
cent serum has been made available to all doctors 
making application for it. The Government has 
distributed to all doctors a booklet containing 
the papers making up a symposium on “Anterior 
Poliomyelitis” presented at a special meeting of 
the Toronto Academy of Medicine in September, 
and reprinted from the September issue of the 
Canadian Public Health Journal. 


The Department has also arranged that splints 
and Bradford frames may be secured at its ex- 
Pense for any cases which are not now receiving 
this type of treatment. Furthermore, the Depart- 
ment is providing a limited period of care in 


hospital free of charge for all such cases. This 
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period of from one to three weeks in hospital 
following isolation is being provided in order that 
patients may learn to adapt themselves to the 
proper use of the Bradford frame and necessary 
splints. Hospitalization and the provision of 
frames and splints are available at Toronto, Ham- 
ilton, Windsor, London, Ottawa, Fort William, 
Kingston, Sunbury, and Sault Ste. Marie. 


It is now proposed that the former Grace Hos- 
pital in Toronto be taken over by the Government 
as a special orthopedic hospital. This hospital 
has been used as a nurses’ residence since the 
amalgamation of Grace Hospital with the Toronto 
Western Hospital, and will make a well-located 
building for the reception of paralysis cases. It 
has been announced that Doctor D..E. Robertson, 
Surgeon-in-Chief of the Hospital for Sick Chil- 
dren, Toronto, will be Chief of this new Ortho- 
pedic Hospital. 
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Hospital Accidents 
A Study of Accidents to Employees, Visitors, and Patients 


ALEXANDER W. KRUGER, M.D., Brooklyn, N. Y. 


public consciousness of the appallingly high 

rate of accidental injury—so much of which 
seems so obviously preventable. The elaborately 
organized publicity campaigns against the mount- 
ing automobile accidents, are only too well known. 
Industry, motivated largely by the fact that occu- 
pational injury and disease are costly impedi- 
ments to production rates, has poured thousands 
of dollars into elaborate researches for means of 
prevention, although with only moderate success. 


RR uric YEARS have seen a rapidly growing 


Witness also the growing governmental con- 
cern with this problem—which is being expressed 
by widened coverages of compensation laws, by 
compulsory automobile liability insurance laws— 
all calculated to motivate accident prevention if 
only by threatening the pocketbook. 


Is the modern hospital the thoroughly safe 
haven for the sick and injured which the public 
expects to find or is it, as some believe, unpro- 
gressive, and even negligent, in the prevention of 
the many accidents which occur to its patients 
and employees? This question we obviously must 
answer and it would seem that only a thorough, 
impartial study on a wide base, could adequately 
provide such an answer. Two excellent studies 
on the question of patient-accidents were recently 
published':*» but were rather limited in scope and 
did not consider the problem of employee and 
visitor accidents, which is not only a very com- 
pelling problem but, what is more to the point, a 
costly one. The type of investigation required 
would be one extensive enough to permit the de- 
termination of authentic averages from which to 
draw conclusions and from which to formulate 
possible means of prevention. Such an investiga- 
tion appeared to require— 


1 A large general hospital treating practically 
every type of acute and chronic illness; em- 
ploying a large personnel and subject to a 
large, fairly constant, visitor traffic. 


A period of study of at least a year or more, 
in order to give adequate consideration to 
seasonal and census variations. 


Presented before the Public Hospital Section, of the American 
7 goma Association Convention, Atlantic City, September 16, 
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The aforementioned requirements seemed ad- 
mirably met in the Kings County Hospital of 
Brooklyn, a municipal general hospital of approxi- 
mately 3,000 beds, treating practically every type 
of acute and chronic illness, including psycho- 
pathology but excluding contagion. Its employee 
staff numbered 2,272 and it received a constant 
flow of visitors which, during a 2 hour visiting 
period, often totaled more than 5,000. 


Plans were accordingly laid, a suitable accident 
report form was composed (Fig. 1) and the in- 
vestigation was started on March 9, 1936. This 
report is based upon a study of all those accidents 
which occurred to patients, employees and visitors 
between March 9, 1936, and June 30, 1937—a pe- 
riod of approximately 17 months. 


Let us consider first an analysis of those acci- 
dents which occurred to the employee group. 


Analysis of Accidents to Employees 


During the period of this study, a total of 290 
accidents occurred to the employees staff which 
numbered 2,272 (as of June 30, 1937, and exclu- 
sive of the house staff). This indicates a gross 
accident incidence of 12.7 per cent (Fig. 2). 


Of particular interest are the findings concer?- 
ing the nursing staff which totaled 809, of which 
611 were graduates and 198 were students. To 
the group as a whole, a total of 146 accidents oc- 
curred which makes an incidence of 18 per cent 
and which is approximately 50 per cent higher 
than that for the entire employee group. Look- 
ing into this situation further, we find that the 
accident incidence among the graduate nurses was 
14.8 per cent but that. among the group of 198 
student nurses, the incidence soared to 27.7 per 
cent—which is almost 214 times greater than that 
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for the entire employee staff and almost twice as 
great as that for the graduate nurse staff. 


What is the reason for this discrepancy? Is it 
to be explained by extra-hazardous tasks or by 
mere inexperience or by inexpertness in involved 
technical procedures? Apparently not, since the 
analysis of these accidents shows only a multi- 
plicity of the prosaic types of misadventure aris- 
ing out of the routine care of the patients. There 
was no particular procedure or duty which proved 
more hazardous to the student than to the grad- 
uate. On the contrary—the graduate seemed 
somewhat more likely to be involved in a particu- 
lar type of accident—as witness the almost inex- 
plicable fact that of thirteen recorded accidents 
caused by opening or closing doors, all but one 
occurred to a graduate nurse. Both student and 
graduate seemed to suffer from the same type of 
hazard but, in a given situation, the student 
seemed far more likely to be the victim of an ac- 
cident. All this may well be explained by the 
inexperience of the novice who is all too slowly 
acquiring that knowledge, as well as sixth sense, 
which, eventually, enables her, for instance,—to 
apply just the right pressure in breaking an am- 
pule, even when in a hurry—not to try lifting 
feats beyond her strength—to know how to tread 
on a wet floor—to know just how sharp a scalpel 
can be—to recognize the signs in a demented pa- 
tient who is planning to strike her—and so on. 


Following are the types of accidents which 
seemed hazardous to our nurses: 


Burns from hot sterilizers and stoves 

Cuts from broken glassware, broken bed 
springs and broken utensils of various sorts 

Sprains from lifting too-heavy patients 

Cuts from inexpert handling of ampules, glass 
tubing and syringes 

Pricked fingers from hurried handling of in- 
jection needles, safety pins, etc. 

Cuts due to hurried handling of sharp surgi- 
cal instruments 

Bruises received from closing and opening 
doors 

Falls on unencumbered, undamaged, dry 
stairs 

Bruises due to over-confidence in the stabil- 
ity of examining tables 

Burns from inexpert handling of caustic 
chemicals 


One is forced to the conclusion that it is prob- 
ably pre-occupation, hurry, and, to a certain ex- 
tent, carelessness which is really to blame,— 
tather than any lack of mechanical safe-guards, 
or lack of training and supervision. Obviously, 
reduced nursing case loads in the hands of con- 
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If patient, state ferd 
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If Employee, give Head of Division. 








Describe Accident and Cir 








Describe condition of Bed, Floor, Apparetus, etc. involved in accident: 





Was person C 1 Before 
Mes person retionel end oriented before Accident? 





Was this person involved in any previous Accident?... 


Witnesses to accident 


Figure 1 


scientious, able nurses, could be expected to pre- 
vent a small percentage of these accidents. But, 
in all probability, such a measure would not mate- 
rially reduce the percentage of incidence and it is, 
therefore, far from being the correct answer to 
this problem. 


Let us now consider the rest of the employee 
staff—a not inconsiderable group. 


In a laundry group of 110, which turns out an 
average of more than 550,000 pieces a month,— 
there were 22 accidents—or an incidence of 20 
per cent. All these injuries were minor—nearly 
all were burns—and seemed to be due not to a 
lack of safety devices, but rather to a certain 
amount of employee carelessness and ineptitude 
in the presence of hot, whirring machinery. 


In a dietary staff of 162,—which prepares and 
serves an average of more than 14,000 meals a 
day—there were 28 accidents, representing an in- 
cidence of 17.2 per cent. Most of the injuries 
here, were minor and were nearly all caused by 
hurry or carelessness with opened cans, sharp 
carving knives, and hot stoves. Here, as in the 
laundry group, the accidents were nearly all trace- 
able to the “human factor” and nearly all occurred 
among the non-skilled, low-wage group which hos- 
pitals are so often forced to employ. 
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In a ward-attendant group of 363, there were 
58 accidents—an incidence of 16 per cent. Both 
the accident rate and the type of accident closely 
parallel the findings for the nursing group. The 
attendants, however, seemed. particularly liable to 
assaults by mentally disturbed patients. 


In no other employee group was there either a 
number or type of accident sufficiently noteworthy 
to be of significance to this study. 


Again considering the employee staff as a 
whole, we find that, of the total of 290 accidents, 
49 per cent were traceable entirely to employee 
negligence; 25 per cent to contributory employee 
negligence and 21 per cent to equipment which 
required either repair or replacement. In 84 per 
cent of all the accidents, the injuries were minor 
and non-disabling. 


Analysis of Accidents to Patients 


There were 36 such accidents reported for the 
period of this study. Twenty-eight or 80 per cent 
occurred to adult women and the great majority 
seemed to be due to stumbles on dry, unencum- 
bered stairs, hospital corridors, and hospital ap- 
proaches. 
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There were 6 instances of falls due to sudden 
faints. 


In 19, or approximately 52 per cent of these 
cases, the accident was attributable entirely to 
the visitor’s negligence. In 11 instances, the acci- 
dent was due to extra-hazardous conditions which 
could have been prevented; 4 being caused by wet 
corridor floors, 6 by over-slippery, improperly 
waxed floors; and one by careless closing of an 
elevator door while a passenger was entering the 
car. 


In all 36 cases, only minor injuries resulted. 


We see, therefore, that except for those in- 
stances of wet and over-slippery floors for which 
the remedies are, at least theoretically, obvious— 
our problem again seems to devolve about that 
same characteristic carelessness which seems to 
be such a tenacious element in human nature. 
Successful accident prevention in such circum- 
stances would seem to mean guarding the visitor 
against himself. 


During the 17-month period of this study, there 
were 74,352 admissions and in this group there 
occurred 755 accidents to patients—which indi- 
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eate a gross accident incidence of 1.01 per cent. 
Of the gross number of admissions, 34,621, or ap- 
proximately 46 per cent, were females, yet 454, 
or 60 per cent of all the accidents occurred to this 
group—resulting in an incidence of 1.3 per cent 
which is considerably greater than that for the 
entire patient group. Children admitted num- 
pered 10,597, among which 69 accidents occurred 
—an incidence of 0.6 per cent. 


The significance to be found in the aforemen- 
tioned statistics is in the fact that they indicate, 
apparently, that the adult female patient is much 
more liable to accidental injury, from whatever 
cause, than is the adult male or child patient. 


Further significant findings are: 


Fifty-one per cent of all patient accidents oc- 
curred to those over 60 years of age and 68 per 
cent occurred to those over 45. 


Fifty-one per cent of all patient accidents oc- 
curred between the hours of 7:00 p. m. and 7:00 
a, m. 


Seventy per cent of those patients involved 
in accidents were rational in the sense that 
there was no definite mental disturbance. 


There were 467 instances of falls from bed 
which represented 62 per cent of all patient acci- 
dents. This particular type of accident requires 
further analysis—as follows: 


Sixty-one per cent of these falls from bed 
were due to attempts by the patient to leave his 
bed—nearly always with the intention of “go- 
ing to the toilet”—and nearly always because of 
some delay in receiving a bed-pan or urinal. 
This group is characterized by the patient who 
has only recently arrived, is impatient for the 
bed-pan, is sure he could not use it in bed any- 
way, decides to go to the toilet room, forgets 
that the bed is almost twice as high as his bed 
at home, is too ill and weak to withstand the 
fall and collapses on the floor with a varying 
extent of injury. Such a patient is usually not 
mentally disturbed and his behaviour is, there- 
fore, unexpected by the ward staff. 


Forty-five or 10 per cent of the falls from 
bed were due to the patient’s over-confidence 
in attempting to reach bed-side objects of vari- 
ous sorts. 


Thirty-five falls from bed were caused by the 
patient turning in bed and 27 by rolling during 
sleep. 


Eighteen were caused by unexpected convul- 
Slve seizures. 
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Surprisingly enough, there were only 3 cases 
of burns—all minor—received as a result of 
smoking in bed. 


There were 279 accidents which occurred to 
out-of-bed patients—37 per cent of the total. Of 
these— 


Seventy were occasioned by the patient’s un- 
steadiness on his feet. 


Forty-six were due to sudden faints or con- 
vulsions. 


Thirty-two fell from wheel-chairs—usually 
because of his attempt to leave the chair with- 
out aid while still unfamiliar with its treach- 
erous tilting propensities. 


Three were slightly burned by leaning against 
unprotected but plainly visible steam pipes. 


Eight slipped in baths. 


Six fell from stretchers—due either to self- 
attempts to transfer to a bed or to being left 
unstrapped and unattended. 


Nineteen were injured in assaults by other 
patients—the majority occurring among the 
children and a few among the psychopaths. 


Four children swallowed safety pins, all the 
pins being eventually recovered and all luckily 
escaping any injury. 


Thirty-four minor accidents caused by pa- 
tients carelessly bumping into objects normally 
situated and easily avoided, such as_ beds, 
benches, etc. 


There were 9 cases of attempted suicide. Two 
were fatal—one, a case of incurable cancer hang- 
ing himself in the bathroom and the other, an 
advanced case of pulmonary tuberculosis who 
jumped from a ward window. The others were 
eventually found to be psychotic. One was able 
to cut his wrist by rubbing it against the sharp 
edge of the angle iron which forms the side of 
the average hospital bed. Another chewed and 
swallowed a thermometer. 


There were only 24 accidents to patients which 
could be traced to defective equipment or to neg- 
ligent technique or supervision. 


Three instances of broken hypo. needles and 
one broken spinal tap needle—all while inserted 
and all successfully recovered. . 


Six instances of minor burns received because 
of faulty handling of diathermy, radiant heat 
and ultra-violet apparatus. 


Five falls from bed when patient was left un- 
attended while bed was being made. 





Three patients were dropped through inex- 
pert transfer from beds. 


Only 1 instance of a minor burn received from 
a hot water bottle—only 1 minor injury result- 
ing from removal of a cast and only 2 instances 
of wrong medication, neither of which resulted 
in serious injury. 


Three instances of poorly secured apparatus 
which fell and caused very minor injuries. 


Of further significance are the facts that 30 
per cent of these accidents occurred to patients 
who had been admitted within 48 hours—that 
fully 90 per cent of the accidents resulted in either 
minor or no injuries and that there were 14 cases 
in which a fracture resulted. There were no fa- 
talities other than the two suicides mentioned. 


We now come to the point where we ask— 
“What can be done about this?” In that large 
group of patients who fell from their beds, at 
least 70 per cent were rational and apparently 
oriented. Such a patient obviously should not be 
restrained and if it occurs to anyone to use side- 
boards, let us remind him that experience shows 
that, far from being a preventative, the side-board 
will offer little impediment, will only increase the 
distance of the fall and will so increase the possi- 





bility of serious injury. In those patients who are 
delirious or otherwise mentally disturbed, we have 
found no type of restraint, other than a cami- 
sole, which is entirely secure against the ingenuity 
which some of them display in releasing them- 
selves. Restraints, side-boards, sedatives give a 
large measure of security in the safe-guarding of 
this class of patient but fall far short of ade- 
quacy. But—if the calls for bed-pans and urinals 
could be immediately answered—if the delirious 
patient could be constantly watched—if the 
thirsty patient could be given the glass of water 
standing on his bed-side table before he reaches 
for it—if the very weak, ambulatory patient could 
be constantly assisted and watched in his peram- 
bulations and in his attempts to get in and out 
of wheel-chairs—then we will be able to prevent 
over 80 per cent of the accidents which typically 
befall the average ward patient. 


To give the patient such profuse nursing and 
attendant care is, of course, an almost impossible 
ideal. But this study obviously points to the in- 
ference that a decrease in the number of patient 
accidents may be expected in direct ratio to the 
increase in nursing and attendant staffs. 
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Committee on Hospital Service Announces 
Booklet on Hospital Care Insurance 


A brochure entitled Hospital Care Insurance 
has been completed by C. Rufus Rorem, director 
of the Committee on Hospital Service of the 
American Hospital Association. The booklet be- 
gins with an historical analysis of group hospital- 
ization throughout the entire country during the 
past seven years, and explains the essential fea- 
tures of a non-profit free-choice hospital service 
association. 

One important section deals with group hos- 
pitalization as a public service and discusses at 
length matters of community sponsorship, free 
choice of hospital, the legal status of the move- 
ment, comparisons with European experience and 
the economic and social groups involved. This is 
followed by a treatment of special problems of 
organization and administration such as illnesses 
covered, hospital service benefits, dependent cov- 
erage, enrollment procedures, experience in rural 
areas, accounting and statistics, actuarial data, 
public relations, and establishment of the sub- 
scription rate. The brochure closes with an an- 
alysis of the influence of hospital care insurance 
upon medical service and hospital policy, and a 
suggested procedure for formation of a hospital 
service plan. 

A group of appendixes includes copies of sub- 
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scriber’s membership cards and certificates, the 
contract between the association and member hos- 
pitals, and enabling acts which authorize the for- 
mation of non-profit hospital service associations. 
Brief summaries are also presented of the various 
types of successful plans in the United States. 


The Committee on Hospital Service will, upon 
request, furnish one copy of Hospital Care Insur- 
ance to each personal or institutional member of 
the American Hospital Association. Additional 
copies may be purchased for 50c each, postpaid, 
or 25c in quantities of 10 or more. 


An Unusual Accident in a Hospital 


While welding a 30 gallon gasoline tank in a 
Jacksonville, Florida, hospital, the tank exploded, 
killed one of the workmen and seriously wounded 
two others. 

The tank operates under a pressure of 250 
pounds and was installed in a small room in the 
basement, which added to the force of the explo- 
sion. The two injured workmen suffered severe 
head injuries, contusions, body burns and eye in- 
juries. 

The workmen were experienced welders and 
had owned and operated. a welding company in 
Jacksonville for many years. There was no neg- 
ligence on the part of the hospital or the workmen. 
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Hospital Publicity and Public Relations 


ALLAN CRAIG, M.D., Bangor, Maine 


ing public regard and popular understanding 

for his hospital is a very large and important 
one. The hospital has no sounder position in the 
community than that which is built for it by its 
head. When you or I accept the responsibility of 
becoming the superintendent or administrative 
head of a hospital, we place ourselves in a public 
position and we automatically assume a large 
share of public responsibility. No hospital super- 
intendent can justly live within the shell of his 
own office. Whether the superintendent likes it 
or not, his personality is reflected in his institu- 
tion and in the community in which he lives. 


Tix hospital administrator’s part in establish- 
i 


It is not my purpose to enter upon a discussion 
of the social graces of hospital superintendents 
but every superintendent or director should have 
at least the personality and ability to meet inter- 
esting, worth while people. 


Doctors and nurses are notorious as a class for 
their inability to talk anything else but “shop.” 
Shop talk has its place but do not get the reputa- 
tion of being so deep in your professional rut that 
you cannot take part in the normal interests of 
every day people. The world is full of give and 
take. Your interest in others will assuredly bring 
others to take an interest in you and in your work. 
Do you know your own community and its people? 
Are the worth while people in vour community 
your friends? 


Perhaps you are ready to ask me what time a 
hospital superintendent has to interest himself in 
the social life of the community. Any hospital 
superintendent should have his work so organized 
and systematized that there is time for reasonable 
social contacts. We must not forget that some of 
the greatest business interests of today have had 
their origin upon the golf course or through social 
contacts outside the four walls of a business office. 


There are many persons of real importance in 
every community who can seldom, if ever, be 
reached except by means of social contacts outside 
a hospital. Through the judicious development 
of such friendships these people will gradually 
become interested in you, your institution, and 
your work, and some day you will be surprised 
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to find amongst them your staunchest backers and 
supporters. 


So as my first suggestion, may I urge that each 
hospital superintendent shake the moth balls out 
of his dress suit and join in the social life of his 
community. 


The Contacts within the Hospital 


In considering contacts within the institution 
we have to think of several groups: the patients; 
the members of the medical staff ; members of the 
Board of Governors; and the members of the ad- 
ministrative staff and employees. All the contacts 
with these various groups are important but the 
contact with the patient should take precedence 
over all, because after all it is for the patients the 
hospital has its existence. I often wonder if at 
times we may not be prone to forget that the 
patient is the most important person in the whole 
institution. The period of time which that patient 
has spent in your hospital will stand out vividly 
in his mind for years to come. He will think about 
it, talk about it, and write to his friends about it. 
If each patient discharged from your hospital in 
a year’s time writes on the average of three let- 
ters to friends and acquaintances, and most of 
them write many more, it means that thousands 
of letters are going out each year most of which 
are giving first hand personal impressions of your 
hospital and its services. You have often heard 
the remark “Well, Mr. Jones must know all about 
that hospital. He was a patient there.” 


I grant you that it is impossible to please all 
patients. Human beings are often strange ani- 
mals when sick, but that should never prevent 
our putting forth every effort to satisfy those 
who patronize our institutions. A snappy, sour 
dispositioned nurse or a careless dietitic depart- 
ment can do more real damage to a hospital in 
five minutes than can be repaired in five years. 
Every employee should be given to understand 
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that politeness and courtesy are absolutely neces- 
sary in their contact with patients and their 
friends. Opportunities to do small favors for pa- 
tients must never be neglected. They are worth 
their weight in gold in so far as the institution 
itself is concerned. 


Rigid adherence to rules and regulations is not 
always commendable. The stiff backed, tight- 
lipped, unbending hospital superintendent who 
does not recognize that there are times when rigid 
rules should be bent or even broken in the inter- 
ests of both the patient’s happiness and the insti- 
tution’s reputation, is not the kind of ‘superin- 
tendent who will build up good will for his hos- 
pital. If you must refuse a request of a patient 
or his family as is often the case, it should be 
kept in mind that there are different ways of say- 
ing “No.” A curt refusal can be most offensive. 
It can leave the patient or his friends sore, dis- 
gruntled and in an antagonistic frame of mind. 
On the other hand a diplomatic person can refuse 
a request in a pleasant way with perhaps a few 
words of explanation which may help the patient 
to understand the situation and accept the refusal 
gracefully. 


There are just hundreds of daily opportunities 
in every hospital for the establishment of good 
will. There is an old saying that “if we save our 
pennies, the dollars will look after themselves.” 
In hospital work if we take advantage of our daily 
opportunities for personal contacts and the estab- 
lishment of individual good will toward the insti- 
tution, the summing up will result in a large meas- 
ure of public approval and confidence. Public re- 
lations after all are but the sum of individual good 
will. The most effective hospital superintendent 
will take advantage of every opportunity to make 
a friend for his institution. 


The Contact With the Public Press 


The relationship of the hospital to the public 
press is one which is often confusing to hospital 
superintendents. Many have a fear of the press, 
a feeling that the newspaper is a dangerous fac- 
tor in public relations. Some hospital heads de- 
velop “duck bumps” every time a reporter calls, 
or a newspaper man appears on the scene. 


We should remember that the press as a whole 
is a constructive agency and not intentionally de- 
structive, and that no well-informed editor will 
oppose or hinder the conscientious and efficient 
care of the sick. 


Unintentional errors in news editing do occur 
but they can largely be prevented. For example 
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a column heading, “Mrs. Jones died in the hospij- 
tal following operation for appendicitis,” is most 
harmful. It gives the impression to the lay pub- 
lic that the patient died as the result of a surgical 
operation, that she was the victim of a surgical 
blunder. Such statements cost human lives. Have 
you as hospital heads ever explained to the edi- 
tors of your local papers the reasons why such 
headings are detrimental to the public welfare? 


The wide-awake hospital superintendent should 
know personally the newspaper men in his com- 
munity, as well as the representatives of the as- 
sociated press. A spirit of confidence and friend- 
ship with these men will be most helpful both to 
your hospital and to the press. We human beings 
are like monkeys in some respects. We all have 
a considerable bump of curiosity. A secretive, 
covering up attitude always stimulates the inquir- 
ing reporter to dig behind the scenes. A firm be- 
lief that “where there’s smoke there’s fire” is part 
of every reporter’s existence. If he can dig in 
far enough and get a look at the fire he may find 
a good news story and finding a news story is his 
job. No one can blame him for working at it and 
being zealous about it. If you as the head of your 
hospital have the confidence and friendship of 
these newspaper men, they will seek your advice 
and accept your statements. They will at times 
ask you questions which you cannot ethically an- 
swer. Your reply to such questions should always 
be a word of explanation rather than a curt re- 
fusal. 


No set rules can in my opinion be laid down for 
your dealings with the public press and its repre- 
sentatives. A list cannot be provided of those 
things which may and may not be given to the 
press. The hospital superintendent must judge 
each incident on its merits and use his head. 
There is no rule of thumb. 


In these remarks I have emphasized the three 
P’s in public relations. The Public, the Patient 
and the Press. There is indeed much more which 
could be said. It should be written of each of our 
institutions. This is a standardized hospital of 
good will—of friendliness to all—and of scientific 
efficiency. 


<> 


A hospital is an important institution not only 
because it fills the humane and financial need of 
relieving suffering and curbing disease, but it has 
the equally important value of being a public 
clearing house from: which all kinds of efforts can 
radiate to preserve the health of every member 
of the community.—Editorial, Tampa Times. 


HOSPITALS 





Modern Nutritional Research and the Hospital 


GILBERT DALLDORF, M.D., Valhalla, New York 


ways in which food is vital to health, a dozen 

ways we never dreamed of before. These 
advantages of new knowledge have been slowly 
adopted by hospitals and yet their full utilization 
must be extremely important to the sick. That at 
least is the thesis I am prepared to defend. 

I have frequently thought that one reason diets 
were not taken more seriously in hospitals was 
that many hospital managers were not completely 
convinced of just how important food might be 
to the sick. This is surprising because through- 
out medical writings, not alone since Funk and 
Hopkins discovered vitamins, has emphasis been 
put on the value of correct feeding. People who 
scoff at vitamins I can understand. After all 
they are mighty small, we do not taste them at all, 
they are quite likely to be expensive to buy and 
their discovery has called forth a great deal of 
objectionable publicity. 

Nevertheless it is my intention to discuss their 
importance in the care of the sick, to demonstrate 
to you why they are something hospitals can well 
consider seriously. 

To begin with we may accept as most likely 
that hospitals diets as a group are well balanced, 
more expertly compounded than the run of diets. 
In most cases they are planned by trained persons 
and reflect modern conceptions of good practice. 
Such exceptions to this general fact occur when 
costs proscribe the use of quality ingredients. 
And I think it safe to say that exceptions occur 
also in the case of certain therapeutic diets which 
are so one-sided that they lack adequate vitamin 
values. Last year, Stepp analyzed many common 
therapeutic diets and found a number very low in 
vitamin B and the examples I have bothered to 
calculate have frequently been deficient to a de- 
gree in one or more vitamins. 


Te past twenty years have shown us a dozen 


Steady reform in the matter of diets is the case | 


today and such exceptions as I have mentioned do 
not seriously contradict the observation that as a 
class hospital diets obey the modern conceptions 
of nutritional requirements. Whose nutritional 
requirements? Why the requirements of normal 
persons. But how about the sick? Does the mod- 
ern, well balanced diet supply the needs of the 
sick as well as the healthy? It is on this point 
that the next advance must be made, for rapidly 
accumulating evidence points to the special vita- 
min requirements of the diseased. I should like 
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to illustrate this point by material drawn mainly 
from my own experience. 


Measuring Consumption of Vitamin C 


As you know the consumption of vitamin C 
may be measured quite precisely in a number of 
ways. We can measure the intake by calculation 
or by measurement if we give pure vitamin. 
Against this we can determine the total excreted 
vitamin C in the urine. When ample supplies 
are ingested about 15 mgs. are lost each day in 
the urine. If the excretion is much less we may 
assume the intake was inadequate. 

We can measure the concentration of vitamin 
in the blood. Starvation shows up there. We 
can inject a dose of vitamin and see how quickly 
and completely it is absorbed from the blood 
stream, either by measuring the urinary excretion 
or the blood values. This tells us if the patient’s 
tissues are sufficiently saturated with the vitamin. 
Furthermore we can observe a patient for the 
earliest signs of scurvy, fragility of his capillaries, 
and deduct from this that his supply of vitamin is 
sufficient or deficient. 

A study of this kind in a particular patient 
showed that 50 mgs. of vitamin C daily in the 
form of orange juice did not maintain his body 
supply. Yet this is several times what we have 
been led to believe is enough for an adult . . . in 
health. 

I have plotted the minimal daily requirement 
of adults suffering from pulmonary tuberculosis, 
as determined by Heise and Martin, in several 
cases of pneumonia and in a single case of Hodg- 
kins disease which we studied last year. Con- 
siderable work has been done along these lines 
recently and all agree in the general conclusion 
that, particularly in the febrile diseases, the re- 
quirements for vitamin C are exceptionally high 

. that they bear no relationship at all to the 
needs of normal adults. But we have been feed- 
ing such patients the normal daily requirement. 

We may well ask if the evidence on which these 
conclusions are based is reliable. Everything 
familiar to me supports the view that it is. There 
is a wealth of collateral evidence to emphasize the 
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importance of the vitamins to the sick. In the 
large epidemics of scurvy of the past the serious 
cases of scurvy have almost always been cases 
suffering from another disease. During the war 
soldiers with consumption had outspoken scurvy, 
their mates on the same diet but free of tubercu- 
losis suffered less from their restricted diets. 
Cowgill has shown how the requirements of vita- 
min B increase with elevated metabolism as we 
find in febrile diseases. Indeed in South America 
many physicians believe beriberi is an infectious 


disease because the cases they see occur in the. 


sick . . . in patients suffering from malaria. 

But can we safely say that ample supplies of 
the vitamins will benefit the sick? Here the evi- 
dence is not yet available although some reports 
have appeared on the advantages of larger 
amounts of vitamin C in tuberculosis. Careful 
statistical analysis of the results and much ob- 
servation will be needed before this point can be 
definitely determined. By analogy we can expect 
a great deal. 


Some Results of Deficient Diets 


I would first like to show you the results de- 
ficient diets produced in a children’s hospital in 
Germany during the years that country suffered 
from the English blockade. In the same institu- 
tion, with patients of similar ages, drawn from 
the same classes, tended by the same staff under 


the same conditions accurate records are avail- 
able of how often and how long the little patients 
were sick. During the blockade mild forms of 
vitamin C deficiency developed, nose bleeds were 
common, soggy gums, fragility of the capillaries. 
A few cases of outspoken scurvy appeared. The 
signs all point to a general moderate deficiency 
of vitamin C and the frequency of the common 
infections of childhood rose and the average dura- 
tion of the illnesses was greatly increased. 
Another thing which is not so relevant but is of 
great significance in my own opinion; after the 
Quakers and other agencies moved in and began 
the distribution of food the condition of the chil- 
dren improved but not to the normal values... . 
Study of the vitamin deficiencies steadily turns up 
similar evidence of the fact that these diseases 
often leave a slight but appreciable stigma behind. 
In the past we have learned of the special re- 
quirements of the sick and I fear have forgotten 
some of those lessons. One with which I am 
familiar seems a very proper historical reference. 
If we look into the better medical books of twenty- 
five years ago we learn that the best diet for cases 
of typhoid fever was—it was thought—two to 
four pints of milk a day, usually however diluted 
with lime water. Broth was given in small 
amounts with the milk. The rule was “Starve a 
fever.” The result of this treatment was that 
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they starved the patient, what effect that had on 
the fever no one realized until Coleman’s bold 
experiments. Coleman felt something might be 
done for cases of typhoid fever by feeding them, 
The convalescence was so long and weary. Peo. 
ple contracted typhoid in late summer, were sick 
three or four weeks and thereafter wasted weak 
convalescents for two months . . . lucky to be up 
and about by Thanksgiving. Coleman started to 
feed his cases 3,000 calories or more through the 
liberal use of cream, lactose, and milk. 

The net results of carefully documented experi- 
ments was surprising. The febrile period was 
not shortened but the convalescence was greatly 
reduced, diarrhea, nervous symptoms, and in- 
testinal perforation were reduced by two thirds 
and relapses and mortality reduced fifty per cent. 
. . . from 17.6 to 8.1 per cent. 

In those days nitrogen balance was the thing 
nutritionists were interested in and so a number 
of cases were studied with this in mind by Cole- 
man and DuBois. We have the results of their 
study of a negative nitrogen balance—quite the 
same sort of thing we are now learning happens 
to vitamins as well. 

This story is interesting in another respect. 
The dangers of typhoid fever lay in the complica- 
tions . . . patients did not die of typhoid. . . 
they died of perforation of the bowel, of hemor- 
rhage, either massive or steady streaking and 
nose bleeding, often copious. And they suffered 
frequently from neuritis. I believe there will be 
no disagreement with the statement that based 
on modern understanding of both typhoid fever 
and nutrition most of the complications of the 
disease were due not to typhoid but to vitamin 
depletion exaggerated by the prolonged fever and 
the limited diets. For if we calculate some of 
those diets we find them extremely low to de- 
ficient in vitamins C (hence the hemorrhages) 
and B (hence the neuritis). 

What dietary reform as regards nitrogen intake 
and calorie content did for typhoid fever twenty- 
five years ago we may be able to match. . . and 
exceed . . . by careful attention to vitamin re- 
quirements. 


Vitamins in the Study of Disease 


I would like to refer for a few minutes to re 
cent work in my own laboratory which illustrates 
the unexpected manner in which vitamins enter 
into the study of disease, to show how intimately 
they are involved in processes we have not 
thought of as at all dietary in nature. The work 
is also a bizarre example of the special require- 
ments of sick animals. 

The story relates to vitamin A. For many 
years, as a pathologist, I have been interested in 
one manifestation of vitamin A deficiency which 
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in all truth has probably meant nothing at all to 
you. It is a minor, academic sort of special prob- 
lem, the metaplasia which occurs in many epi- 
thelial surfaces when vitamin A is withheld. Un- 
der these circumstances these cells change their 
character . . they assume the appearance of 
another kind of epithelium. This is interesting to 
pathologists because they quite frequently see 
metaplastic epithelium in their necropsy and sur- 
gical material and until the vitamin era were com- 
pletely in the dark as to what caused it. Naturally 
my interest was aroused to determine whether 
these cases were mild forms of vitamin A de- 
ficiency. I had little success in demonstrating 
that they were. So I considered the possibility 
of other factors, possibly other factors which 
could locally exaggerate a deficiency of vitamin 
A. There were only two ways in which metaplasia 
could be produced experimentally, by withholding 
vitamin A and by heavy doses of theelin, that 
hormone which produces oestrus in the female 
animal, those proliferative changes in the uterine 
epithelium which fit them for conception. 


Dr. McCullough and I have finished a number 
of experiments in which both these factors have 
been studied alone and in combination. From 
the results of a typical experiment it was noted 
that theelin will produce metaplasia but only if 
vitamin A is lacking in amount. In other words 
it is the vitamin which is the basic, essential 
factor in metaplasia but its deficiency may be 
precipitated and the effects exaggerated by 
theelin . . presumably because this hormone 
increases the local requirements in the uterus. Is 
the same true in women in whom moderate de- 
ficiency is combined with excessive production of 
theelin? That we do not know but an answer is 
hardly necessary to the point I wish to make, that 
the vitamins are involved in many unpredictable 
ways with many morbid conditions and that we 
must learn which conditions are responsible, what 
benefits vitamins may yield under such conditions 
and what the requirements in these special condi- 
tions really are. 


Most of the investigation of the vitamins has 
- taken place in the laboratories of the biochemists. 
But these problems which are of real interest and 
importance cannot be settled there. There is only 
one place such studies can be made—in our hos- 
pitals. And this then is the second important 
reason why hospitals should concern themselves 
with the vitamins, because they have an oppor- 
tunity and responsibility. 


It seems likely that the degenerative diseases 
which have proven such stubborn riddles may be 
favorably influenced by dietary means. We know 
of a host of other conditions which are. In the 
case of vitamin A all conditions related to the 
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health of epithelium must be examined in the light 
of our knowledge of this factor. Vitamin B has 
already proved of tremendous value in the cure 
of neuritis and as you know the common form, 
alcoholic neuritis, is now understood to be a true 
vitamin B deficiency produced by the deficient, 
one sided diet of heavy drinkers who get their 
calories from alcohol, not balanced rations. Vita- 
min C we have referred to already. Its relation- 
ship to arteriosclerosis seems to be close. And 
so the story could be endlessly continued. 


The Dietitian’s Field Is Expanding 


In the hospital team equipped to explore these 
problems the dietitian should take a useful part. 
Hers is a difficult position, her field is expanding 
rapidly, she must work to keep up with it or fall 
behind and speaking of the profession as a whole 
it is very important that postgraduate develop- 
ment be provided. The nursing profession lost 
dietetics because they did not develop rapidly 
enough to do the job and it is possible that a class 
of nutritionists will supersede the dietitian unless 
they rise to the opportunity. Personally I feel 
they will. A good start for a practicing dietitian 
and for a hospital interested in developing its 
nutritional talent is the careful calculation of the 
vitamin values of the diets used, some actual 
analyses of ingredients heavily relied on to supply 
certain vitamins, and, in cooperation with inter- 
ested physicians the study of the vitamin require- 
ments of selected patients. A variety of tests are 
available and most are dependable and simple. 
Furthermore, the vitamin value of most foods is 
now calculable in terms of milligrams of pure 
vitamin. So nothing is lacking to make use of 
the newer knowledge feasible and relatively 
simple. 


I would like to end with an observation which 
seems justified to me. The tendency of recent 
years has been steadily to consider the vitamin 
requirements greater for optimal health than we 
first thought. A general principle, therefore, 
should be to enrich the dietary in vitamins as 
much as possible. Something can be done without 


much damage to the food budget. Irradiation 
of the milk supply should be an inexpensive ma- 
neuver and there is great opportunity for im- 
provement in cereal mixtures, especially in large 
institutions where such foods can be prepared 
of foods not commonly served, I am thinking par- 
foods not commonly served, I am thinking par- 
ticularly of the odds and ends of the butcher’s 
shop—brains, hearts, sweetbreads, and kidneys— 
will yield benefits at low cost. Methods of pre- 
paring these foods must suit the general appetite 
but this may be done, I am sure, with experimen- 
tation and care. 





A Curriculum Guide for Schools of Nursing 
A Review 
Prepared by the Committee on Curriculum of 


the National League of Nursing Education. Sec- 


ond revision. 689 pages. Published by the 
National League of Nursing Education, 50 West 
Fiftieth Street, New York, N. Y. 1937. Price, 
$3.50. (Five or more to one address, $3.00 each.) 

“The curriculum plan is a desirable and work- 
able one, providing it is interpreted reasonably 


and gradually.” This statement from the chapter - 


on the “Administration of the Curriculum” may 
well be kept in mind by enthusiastic nurse educa- 
tors, as well as by hospital executives. 

This curriculum guide, which is the second re- 
vision of the Curriculum first published by the 
National League of Nursing Education in 1917 
and revised in 1927, represents three years of 
painstaking and highly cooperative effort, in 
which doctors, educators, hospital administrators, 
and other specialists participated. The Commit- 
tee has done a thorough job of revision. Like its 
predecessors, it is offered as a friendly guide, not 
as a mandate, to those concerned with the devel- 
opment of nursing schools. It encourages educa- 
tional experimentation. It is hoped, says the 
president of the League in the Foreword, that the 
book will not only be read by nursing educators 
“but that it will be read and studied also by 
hospital administrators, members of hospital 
boards of trustees and nursing school committees, 
and educators in other fields.” Since the book 
has more than 600 pages, this reviewer suggests 
that many such persons will find the chapter on 
“Philosophy and Aims of the Curriculum” and 
that on “Administration of the Curriculum” of 
particular interest. These may be relied upon to 
stimulate further reading. Those who may not be 
familiar with the “Practical Objectives of Nurs- 
ing Education,” first published in the 1927 edition, 
will be glad to find them in Part III of the new 
book. 

“The changes in modern life are largely the 
results of science and technology. Nurses must 
be able to adjust to these rapidly changing condi- 
tions, and this means that they require a different 
type of preparation than would be needed for a 
relatively static society.” It is for this reason 
that the revised curriculum has been built around 
the aim of adjustment. The concept of nursing, 
basic to all the thinking of the Committee, is not 
that of routine physical care of the sick but 
“health conservation in its widest sense, including 
the care of normal children and adults; the nurs- 
ing or nurture of the mind and spirit as well as 
the body; health education as well as ministration 
to the sick; the care of the patient’s environment, 
social as well as physical; and health service to 
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families and communities as well as to indivj- 
duals.” 

Miss Nightingale considered “health nursing” 
quite as important as “sick nursing.” Now, 
sixty-five years later, the League puts out a cur- 
riculum in which for the first time the two are 
balanced. Preparation for the type of nursing 
here indicated, which is also a preparation for 
life, is obviously more costly than training for a 
limited type of service. Tuition fees, loan funds, 
scholarships, and endowments are all considered 
in this connection. 

From the standpoint of the nurse educator, the 
new Guide is notable for the breadth of its edu- 
cational philosophy, the enrichment of subject 
matter, and better integration of courses. The 
first two definitely reflect the many types of ser- 
vice demanded of nurses; the third has resulted 
from recognition of need for the utmost economy 
of time and effort throughout the course. 

The hospital administrator is, of necessity, con- 
cerned with the cost of the educational program 
if the school is a hospital school and has no other 
means of support. He is also concerned with the 
amount and quality of nursing service he may 
depend upon securing from the nursing school. 
Even when not responsible for the school as such, 
he is concerned with these things, because the 
hospital wards “provide the indispensable labora- 
tories for training in nursing; its daily life and 
discipline in work are of incomparable value in 
such training.” 

While it is recommended that entrance require- 
ments be raised in order to secure a more mature 
type of student, it is not recommended that this 
be done abruptly. 

“The forty-four hour week is now strongly 
urged, with forty-eight as a maximum and it is 
specified that these hours should include all the 
organized teaching as well as the nursing prac- 
This statement is from the chapter on 
“Standards and Specifications for the Curricu- 
lum,” which will be of particular interest to hos- 
pital executives. Here again, while the text indi- 
cates the line of progress, it is clearly stated that 
“costs cannot be advanced too rapidly” but that 
schools already operating on the basis of the 1927 
curriculum should have relatively little difficulty 
in making the necessary financial and administra- 
tive adjustments. 

As has been indicated, the Curriculum Commit- 
tee of the League not only presents a revised 
curriculum guide, it describes the methods by 
which it arrived at each decision and offers a 
wealth of supporting information by means of 
extensive bibliographies. So impressive a work 
will stimulate discussion, conference, and action. 
It cannot be ignored. 


Mary Roberts, R.N. 
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Small Hospitals and Intern Training 


CARL PETERSON, M.D., Chicago 


ing may be approached from several points of 

view. One point might be emphasized by re- 
phrasing the title, “How can the smaller eligible 
hospitals compete on evener terms for the avail- 
able supply of acceptable interns?” However, I 
believe that we can more satisfactorily cover the 
subject if this opportunity is taken to present our 
views as they relate to the question, “Do small 
hospitals really need interns?” 


Ti subject of small hospitals and intern train- 


One of our unpleasant but necessary duties is to 
discourage many small hospitals from undertaking 
the establishment of an internship program in 
accordance with present requirements. This atti- 
tude is principally dictated by the fact that there 
are not enough good interns to go around. You 
are familiar enough with this situation without 
the necessity of my producing the actual statis- 
tical evidence. 


Further, our experience convinces us that ordi- 
narily the small hospital operates under definite 
handicaps and occasionally finds it impossible and 
always much more difficult to develop an attrac- 
tive internship service than is the case with the 
larger institutions. That is not the same as saying 
that size in itself is any guarantee of sound hos- 
pital training—we all know too many instances of 
missed opportunities in the larger centers. Never- 
theless, a hospital of substantial size is able to pro- 
vide certain services and facilities which have a 
tendency to compensate for other inadequacies, at 
least in the eyes of a candidate for an internship. 


When a Small Hospital Contemplates Intern 
Training 


What factors usually motivates a small hospital 
that expresses an interest in internship approval? 
A few have a genuine interest in adequate medical 
education and have the facilities to meet the de- 
mands. If such exist, it would probably be the 
part of wisdom to waive observance of merely ar- 
bitrary regulations referring to beds and in- 
patients, although in the past this has seldom oc- 
curred. However, we have concluded that a fair 
humber of hospitals are attracted to internship 
approval through desire for recognition and con- 
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venience to the staff. Neither of these are regard- 
ed as completely legitimate reasons for requesting 
special approbation. On the one hand, other chan- 
nels are open for approval as an institution pro- 
viding a useful and effective clinical service. On 
the other, it must constantly be reiterated that 
we are dealing with problems in medical education 
involving interests which definitely supersede any 
consideration except the immediate care which 
patients receive. 


If a hospital is not prepared to accept this point 
of view, we believe it ought not to contemplate in- 
tern training, or, if already so engaged, to with- 
draw from such attempts. Years ago Dr. John M. 
Baldy enunciated this principle clearly when, as 
first president of the Pennsylvania Bureau of 
Medical Education and Licensure, he was faced 
with these same problems connected with required 
internship preliminary to practice. He contended, 
as do we, that no hospital has an inherent right to 
the services of an intern, or to anyone else for that 
matter, unless they be in position to attract serv- 
ices by suitable financial return or other consid- 
eration. The consideration for an intern is an 
adequate introduction to practice, and if he fails 
to get it, he has made a very poor bargain indeed. 


Disadvantages of Intern Training in a Small 
Hospital 


There are other disadvantages against which 
small hospitals contend with difficulty, both in the 
viewpoint of medical educators and of the pros- 
pective intern. These, about in the order of im- 
portance, are: 


1 The difficulties which refer to all hospitals 
without a charity service; in other words, where 
clinical material is made up almost entirely of pri- 
vate patients. Private patients in great majority 
do not object to the ministrations of interns. In 
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fact, they consider them as part of that agreeable 
aura of solicitude which they associate with hos- 
pitalization. But private doctors cannot assign in- 
terns anything like complete responsibility. Every- 
one recognizes and respects these limitations but 
it does remain an obstacle to attracting the most 
capable interns. This observation extends to the 
absence of out-patient departments, a factor of 
extreme importance since in no other way except 
in the treatment of ambulatory patients can an 
intern anticipate what practice really is. This 
same obstacle is emphasized in the emergency 
service where, in many communities, an intern is 
actually decreasing the attendings earning power 
if he administers anything but first-aid. There- 
fore, in such an organization, the usual member of 
the staff is not always in position to contribute 
effectively to intern instruction which, if done cor- 
rectly, is a time consuming, thought provoking en- 
terprise. The attending physician is obliged to 
look after the interests of his practice first. 


2 There are other limitations in clinical mate- 
rial which are definitely important. The hospital 
with ninety per cent surgical admissions is not the 
place to train interns—it should train surgical 
residents. Interns are far more in need of associa- 
tion with general medical problems, pediatrics, 
dermatology, venereal disease, and a supervised 


training in minor surgery than proficiency in 
major operations. 


3 Another decided disadvantage is inability to 
attract enough interns to cover the services satis- 
factorily. We believe that hospitals should not 
train fewer than four interns unless special pre- 
cautions are taken against exploitation. At least 
there should not be fewer than four organized 
services in an approved hospital and an intern 
should not be expected to cover more than one of 
them at a time. Only by some such safe-guard is 
it possible to avoid assigning an intern to spend 
every morning in the operating room, every after- 
noon covering emergencies and preoperative and 
postoperative orders, every evening attempting to 
admit up to two thousand patients annually, and 
most of the night in the delivery room. That un- 
questionably represents a considerable slice of ex- 
perience but it is not exactly what most interns 
want or need. I can admire the courage of a house 
officer who can attempt to cope with such demands 
but not the opinion that it represents a good intro- 
duction to any subsequent program unless it be 
additional hospital appointments to take up the 
gaps in the original service. 


4 Our experience also leads us to believe that 
unless a hospital has a well developed consulta- 
tion service, it operates under a decided handicap 
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in its efforts to build up a teaching organization: 
true in all clinical services, it is doubly so in 
pathology and radiology. For example, the ab- 
sence of a controlled experience in clinical pathol- 
ogy, necropsy performance and biopsies is really a 
formidable obstacle. Full time service of a patholo- 
gist is ideal but for the small hospital impossible 
or impractical. However, any institution that at- 
tempts to conduct these services by remote or ab- 
sentee control is not providing the atmosphere in 
which young practitioners should develop. Ad- 
vancing standards suggest that no hospital should 
be approved unless a qualified pathologist be avail- 
able often enough to review biopsies and perform 
necropsies promptly and on the premises, who can 
attend and contribute to staff meetings and pro- 
vide regularly conducted clinical pathologic confer- 
ences. We feel that we can say with ample justifi- 
cation that the better qualified the pathologist and 
the greater the amount of time he spends in the 
hospital, the better the internship. 


These statements do not apply with quite equal 
force to the radiologist, but his contributions to 
hospital practice are so important that he should 
be as readily available as the pathologist. 


5 The last consideration refers to the availa- 
bility of sufficient financial resources to permit 
development of a genuine scientific if not academic 
atmosphere associated with ample study of cases, 
research, and undergraduate teaching. Such a 
combination is irresistible to the better candidates 
and fortunate indeed is the small hospital able to 
meet this description. But, in any case, some ex- 
penditure is necessary and this has no reference 
to salaries. It does refer to provision of decent 
quarters, proper sanitation and privacy, and some 
recognition of the intern’s needs from the points 
of view of study, health, and recreation. Witness, 
for example, the importance that food usually as- 
sumes in the intern’s appraisal of a hospital. In 
this connection, provision of an adequate medical 
library assumes considerable importance — not a 
collection which represents cast off items from the 
shelves of members of the staff. The greatest 
emphasis should be extended to maintenance of 
complete files of representative current periodicals 
and the only satisfactory way to accomplish this 
purpose is to bind them. 


It is our hope, therefore, that consideration of 
the factors enumerated above will serve to deter 
some small hospitals from attempting to establish 
approved internship services and will point the 
way for others to make such adjustments as cil- 
cumstances permit, as a means towards competing 
on evener terms for the limited number of accept- 
able medical graduates. 
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Is there an alternative to internships for small 
hospitals that nevertheless believe it essential to 
establish some form of full time house staff? Our 
own reaction is that paid resident house officers 
who have completed internships elsewhere and 
who are anxious to spend an additional year or 
two in a hospital represent the most satisfactory 
function satisfactorily if the load of routine is not 
so great as to reduce appreciably the possibility 
of extending their own clinical training. In fact, 
our experience in examining hundreds of intern- 
ship programs leads us to believe that no hospital 
should be approved for intern training unless a 
resident is employed. 


To conclude this discussion, which by no means 
is an exhaustive representation of many factors 
involved, let me admit again that large hospitals 
have no corner on attractions for interns and that 
many of the criticisms mentioned apply with equal 
force to institutions both large and small. You 
may offer in rebuttal that many of the defects 
associated with organized services in small hospi- 
tals arise from the fact that medical schools all 
too frequently send you very poor material with 
which to work. Our belief is that there is just so 
much more reason for using this last means of 
sending out a better equipped practitioner than 
if he were left entirely to his own devices. You 
may aver that no matter what effort you make, 
lack of initiative on the part of an intern destroys 
the effectiveness of even the best laid plans. The 
situation is exactly as stated all too frequently, 
but to this must be added that even an intern with 
all the initiative in the world is not always in the 
best position to know what is good for him and 
every intern needs the highest type of guidance 
and advice. Finally, if you argue that all these 
matters are at the doorstep of the medical board, 
we will agree and ask you to use your influence 
to see that no one who has not had a good intern- 
ship himself and who has not a deep abiding inter- 
est in teaching finds a place on the staff intern 
committee. ; 


Relationship Between Small Hospitals and 
Program of Specialist Certification 


I have also been asked to present a short review 
of the relationship which may ultimately exist 
between small hospitals and the present organized 
program of specialist certification. Most of you 
are familiar with the fact that examining boards 
have been organized. in all of the principal clinical 
specialties made up of representatives from the 
national specialty associations and the correspond- 
Ing section in the American Medical Association. 
Most of you also know that an Advisory Board 
for Medical Specialties has been organized to coor- 
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dinate the work of the committees which cooper- 
ates with the Council on Medical Education and 
Hospitals of the American Medical Association 
and is composed of representatives of the individ- 
ual examining boards, the Association of Ameri- 
can Medical Colleges, the American Hospital Asso- 
ciation, the Federation of State Medical Boards of 
the United States, and the National Board of Med- 
ical Examiners. The elements existing in the cer- 
tification program include demonstration of com- 
petence before the examining boards and the pro- 
vision of suitable centers for training in the spe- 
cialty fields. 


In respect to the first consideration, little needs 
to be said since the trustees of the American Hos- 
pital Association have already recommended that 
all hospitals give special consideration in the de- 
velopment of organized clinical departments to 
those who have demonstrated competence by pass- 
ing the examinations. The only difference in opin- 
ion which might exist refers to the urgency with 
which changes should be made in present hospital 
organizations. The best prevailing opinion be- 
lieves that reorganizations should take place by 
evolution, in keeping with the increased availa- 
bility of specialists who have demonstrated com- 
petence and other matters of expediency always 
involved when local circumstances are considered. 


The second consideration refers to the develop- 
ment of suitable training centers. The extent to 
which small hospitals can contribute in this re- 
spect is an entirely unknown quantity. Many of 
them will be in position to develop excellent special 
services where entirely acceptable residencies in 
obstetrics, pediatrics, urology, orthopedics, or 
what not, can be supplied. In any case, it should 
be remembered that the program of specialty 
training includes definite amounts of time spent 
in basic training, by which is meant reviews in 
pre-clinical sciences such as anatomy, pathology, 
bacteriology, and physiology. Most hospitals, 
whether large or small, are in no position to pro- 
vide the entire contemplated training schedule but 
can arrange extensive contact with clinical mate- 
rial in the specialties under competent supervi- 
sion. Ultimately it will be expected that any ser- 
vice which expects to train residents under ap- 
proved circumstances must be headed by a certi- 
fied competent specialist, a provision by the way 
which will likely extend to internship approval as 
well. 


Howsoever much or little this program may 
affect the destinies of individual small hospitals, 
I am sure that everyone who has taken an active 
part in the program solicits the cooperation of all 
in what promises to be the greatest recent devel- 
opment in the field of medical practice. 





Modern Concepts of a Tuberculosis Hospital 


B. P. POTTER, M.D., Secaucus, New Jersey 


tal ready to be opened as one of the units at 

the Medical Center in Jersey City represents 
another addition to the few institutions in this 
country built and located according to principles 
which depart in many respects from the concepts 
long held, and by many still held, about such hos- 
pitals. The trend toward the construction of large 
single-building hospitals, such as ours, placed in 
large cities or near-by, is growing. It seems appro- 
priate, therefore, to discuss the subject fully in 
the attempt to draw practical conclusions after 
consideration of the arguments for and against 
this departure have been given. 


Ts new Hudson County Tuberculosis Hospi- 


Climate in the Role of Healing 


When our concepts of the management of tu- 
berculosis prior to the wide acceptance of collapse 
therapy is reviewed, it is readily understandable 
why institutions were erected in out of the way, 
usually mountainous localities. Climate, although 
referred to in writings on tuberculosis from the 
time of Hippocrates, did not become universally 
accepted as vital in the cure of the disease until 
the latter part of the nineteenth century, and 
reached a high peak at about the time when the 
crusade against the white plague began. It was 
only natural to expect, therefore, that in the erec- 
tion of sanatoria the primary thought would be 
directed to sites possessing the features of high 
altitude, a dry atmosphere with moderate ex- 
tremes of temperature, and an attractive land- 
scape—features which are embraced in the word 
climate and then considered not only desirable but 
as essential as rest in the treatment of tubercu- 
losis. 


These principles prevailed more or less in the se- 
lection of sites for the early sanitoria which were 
privately endowed and drew their attendance from 
persons economically secure. It soon became ap- 
parent, especially due to the efforts of the Ameri- 
can Association for Prevention and Cure of Tuber- 
culosis, that if the existing high morbidity and 
mortality rates were to be checked, care would 
have to be made easily available to the indigent. 
As a result, public officials, made to feel their obli- 
gation, began to provide for county and state hos- 
pitals. In the construction of these, however, such 
considerations as available land and a central loca- 
tion took preference to the details of climate. 


Presented before the Tuberculosis Section, American Hospital 
Association Convention, Atlantic City, September 14, 1937. 
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The role of climate in the healing of tuberculo- 
sis was not even then as universally accepted as 
its advocates would lead one to believe, for as early 
as 1900 Flick’ of Philadelphia and Bowditch and 
Pratt! of Boston came out very strongly for home 
treatment of tuberculosis and for the erection of 
tuberculosis institutions not far from the city. 
Even though its value came to be questioned more 
and more as the years passed, most serious doubt 
had begun to be entertained by many when col- 
lapse therapy became generally known and applied 
in this country. And finally, as more accurate 
evaluation of results followed the general applica- 
tion of the x-ray in diseases of the lungs and as 
the period of observation lengthened, permitting 
comparative studies of cases with and without col- 
lapse therapy, the importance of climate dwindled 
to the point where in recent years it has been con- 
sidered least significant of all the therapeutic 
methods in use. In fact, even a large group of the 
general practitioners and that of the lay people 
has been weaned from the thought of the neces- 
sity for escape to regions other than the one in 
which tuberculosis is contracted in order to secure 
arrest of the disease. 


But the advent of collapse therapy is not entire- 
ly responsible for this situation, for besides a bet- 
ter understanding of the entire problem of tuber- 
culosis, which will be discussed later, investigation 
of the question of climate and its supposed favor- 
able effect on tuberculosis had led to facts which 
have played a large share in relegating it to the 
present unimportant position in the management 
of the disease. In summary of the subject it may 
be said that all are agreed that certain ranges in 
temperature and humidity, coupled with an ade- 
quate air-movement are essential in the mainte- 
nance of personal comfort, but at the same time 
it should be remembered that these physical fac- 
tors can be provided in city institutions, especially 
by modern methods of air conditioning. 


All of us are acquainted with the physiological 
alterations induced by change in altitude, particu- 
larly those in the blood, but no proof has been pre- 
sented that these play any part in the arrest of 
one’s disease. Provisions for air and sun baths 
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can be made in city hospitals as easily as in those 
located in the country, and in both supplementary 
artificial sunlight therapy has to be used during 
certain months of the year. But here again it 
must be stressed that heliotherapy serves its best 
purpose in extra-pulmonary lesions and is contra- 
indicated in active cases of pulmonary tuberculo- 
sis. Other claims for climatic therapy have been 
made but in every case were based on “impres- 
sions” and “beliefs” of the particular investigator. 
The most conclusive proof of the truth of what 
has been said is summarized by Phillips? in his 
study of the effects of change of climate and alti- 
tude on tuberculosis patients. His findings show 
that body weight and temperature are not gov- 
erned by air temperature, relative humidity, or 
percentage of possible sunshine or by change of 
altitude. 


It is little wonder, therefore, that one® advocate 
of climate summarizes the question as follows: 


“But when all is said and done, the question of 
climate can be summed up in one word, Luxury. 
I say this advisedly, for the Southwest is not the 
place for a poor patient.” This author in the same 
paper makes even a more significant statement 
when he says, “Move a pauper from the slums of 
a great city to a county or state sanatorium and 
you have changed his climate and given him an 
opportunity to get well.” 


But far more important reasons for the con- 
struction of hospitals in large cities or nearby 
vicinities are to be found in an appreciation of the 
vastness of the problem of tuberculosis and in the 
knowledge of the changed concept of the manage- 
ment of the disease. In a recent paper* in which 
the preventative features of tuberculosis were con- 
sidered, it was stressed that between the ages of 
15 and 35, tuberculosis accounts for more deaths 
in the general population than does any other dis- 
ease, and that at least 500,000, if not more, indi- 
viduals are known to have clinical tuberculosis. 
The seriousness of the-situation is even more im- 
pressive when it is remembered that hospital beds 
are available for only about 15 to 20 per cent of 
those afflicted. Added to this is the fact derived 
from our own survey,‘ and from those of others, 
that of the patients entering sanatoria not limit- 
ing their admissions to minimal or early moderate- 
ly advanced cases, 84 per cent present far ad- 
vanced disease. Finally, it is universally acknowl- 
edged that the vast majority of the patients are 
drawn from that portion of the population eco- 
Nomically underprivileged or from the slums. 


When all these facts are taken into considera- 
tion it is not difficult to realize that if the infec- 
tivity and morbidity rates are to be reduced to the 
minimum, the problem of tuberculosis must be 
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attacked at its very root by providing more clinic 
and hospital facilities which will serve as centers 
for the detection and the follow up of contacts, 
segregation and treatment of active and open 
cases, and as educational units both to the general 
practitioner and to the public. 


Treatment Should Be Easily Available to the 
Masses 


It is in the altered methods of the management 
of tuberculosis, however, that the greatest need is 
to be found for institutions so located as to make 
treatment easily available to the masses and to as- 
sure competent professional skill in allied special- 
ties essential for favorable progress of the patient 
and for advancement of our knowledge of the dis- 
ease. Our experience corresponds to that of other 
clinics in which collapse therapy is widely used, 
and indicates that in cavernous lesions the bed rest 
regime must be supplemented by one of the ac- 
cepted collapse measures either immediately in 
practically all cases in which the cavities are large 
or after a liberal period of observation in the vast 
majority in which the excavations are smaller. 
Even patients with minimal disease have to come 
to collapse if necrosis in the lesion takes place. 


Now it has been amply demonstrated that pa- 
tients requiring collapse therapy do well or poorly, 
depending upon whether the collapse can be made 
effective or not, and this holds true regardless of 
the location of the hospital. 


We need no better proof of this statement than 
our own studies of the past 10 years. This inter- 
val is divided into two periods, one constituting 
the years between 1927-1931 inclusive, during 
which less than 5 per cent of the patients were 
given the benefits of collapse therapy, and the 
other comprising the years between 1932-36 in- 
clusive, during which collapse therapy was at- 
tempted in 55 per cent of the admissions. Our 
results show the following: 


1 In 38 per cent of the patients receiving col- 
lapse therapy of one type or another the le- 
sion became arrested and remains so in all but 
5 per cent after an observation period as long 
as 5 years. 

The death rate per admission was reduced by 
33 per cent. 

The number of readmissions was reduced by 
50 per cent. 

The number of hospital days for the average 
patient was reduced by 20 per cent. 


These gains were achieved in a hospital situated 
only 150 feet above mean sea level within two 
miles of one industrial city and five miles of an- 
other, and presenting undesirable features such as 
large wards and limited facilities for bed rest by 
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merely switching from an inactive hygienic- 
dietetic regime to one of collapse therapy. 


The wide application of surgical measures in the 
treatment of tuberculosis suggests preparatory 
and post-operative studies necessitating complete 
clinical and pathological facilities and presents 
diagnostic problems requiring the skill of the 
roentgenologist and bronchoscopist. Still other 
problems both in diagnosis and therapeutics come 
up for which must be sought the aid of well 
trained men in other specialties. 


When these considerations are given thought it 
becomes obvious that the more centrally a tuber- 
culosis institution is located the more is the like- 
lihood that the specialized professional skill men- 
tioned above will be attracted. Many of our sana- 
toria are backward medically due to disadvantages 
offered by reason of location. 


In a country such as ours in which any one of 
the component cities is within a radius of 10 
miles of optimum medical facilities it is particu- 
larly advantageous to erect a sanatorium in that 
locality because of the opportunities for continu- 
ity of observation of the patent after discharge. 
This holds true for other communities such as 
greater New York City, Chicago, Philadelphia, etc. 
We believe that follow-up care of patients by the 
same group of observers plays an important role 
in accelerating the percentage of good end-results, 
in the reduction of the number of readmissions 
and in promoting studies which add to the ad- 
vancement of our knowledge of the disease. 


In the construction of the new Hudson County 
Tuberculosis Hospital, the location and general 
plan of the building were chosen after due consid- 
eration was given to the vastness of the general 
problem of tuberculosis and the newer views of 
the disease as established by the studies of the 
past two decades. In it we have a weapon for the 


attack of tuberculosis at its greatest source, scien- 
tifically under most ideal opportunities, and at the 
same time an institution that provides physica] 
facilities for the comfort and relaxation of the 
patient that equal those offered in sanatoria situ- 
ated in the midst of “Magic Mountains.” 


I do not wish to leave the impression that the 
existing sanatoria not in proximity to centers of 
wide medical activities have survived their useful- 
ness, for not a few located in so-called “tuberculo- 
sis resorts” have not only kept up with the 
changes of the time but have contributed toward 
moulding of the new concepts. Others not too far 
from a central point have largely overcome the 
difficulties of location by providing surgical and 
laboratory facilities and by the appointment of 
either full or part-time men in these departments. 
There are, however, still many tuberculosis hos- 
pitals which lag behind medical progress primarily 
because their position prohibits easy accessibility 
for skilled medical attendants interested in part- 
time service and scientifically unattractive for full 
time duty. 


In conclusion it may be said that while local 
conditions in less densely populated states may 
necessitate certain deviations, the general trend 
in the erection of new tuberculosis hospitals should 
be to meet the requirements outlined. In the ap- 
preciation of the facts that tuberculosis must be 
treated actively and checked at its source lies the 
recognition of the modern concepts of a tuber- 
culosis hospital. 
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American Hospital Association to Approve 
Service Plans; Official Advisory 
Group Appointed 


The Committee on Hospital Service of the 
American Hospital Association will establish a 
procedure for official approval of hospital care 
insurance plans, in accord with the standards 
approved by the Council several years ago. This 
policy was approved by the Board of Trustees at 
the Atlantic City convention, upon recommenda- 
tion of Dr. B. C. MacLean, chairman, and C. 
Rufus Rorem, director. Other members of the 
Committee are Dr. R. C. Buerki, Dr. 8. S. Gold- 
water, and the Rt. Rev. Msgr. Maurice F. Griffin. 
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To assist in the approval and in other matters 
affecting hospital care insurance, the Committee 
on Hospital Service has appointed an Advisory 
Group consisting of Frank Van Dyk, New York 
City, chairman; Perry Addleman, Chicago; E. J. 
Henryson, Washington, D. C.; E. A. van Steen- 
wyk, St. Paul, Minnesota; Felix Grisette, Chapel 
Hill, North Carolina. 


The Advisory Group will represent the inter- 
ests of non-profit hospital service associations and 
cooperate with the Committee on Hospital Service 
in the development of hospital care insurance and 
the study and improvement of the existing policies 
and procedures. 
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A Count of Visits to Out-Patient Departments Fails 
to Disclose All Ambulatory Care by Hospitals 


MARGARET LOVELL PLUMLEY, United States Public Health Service 


that the count of visits to out-patient depart- 

ments, as reported by hospitals, discloses all 
instances of service rendered to ambulatory pa- 
tients. Information to be presented, however, 
indicates that such an assumption is invalid. 
Basic data on which this conclusion is founded 
were obtained from two sources, registration 
blanks returned by hospitals to the American 
Medical Association in the fall of 1935? and stud- 
ies on out-patient departments of hospitals made 
by the United States Public Health Service. The 
1985 registration blank elicited information on 
these points: The presence or absence of an out- 
patient department, total out-patients for the year 
ending September 30, 1935, and total visits by 
out-patients during the same period. In the Pub- 
lic Health Service investigations, on the other 
hand, a more comprehensive schedule was devoted 
exclusively to the work of the out-patient depart- 
ment. This schedule provided various items of 
information among which were the plan of organ- 
ization, income and expenditures for the out- 
patient department, admission fees, conditions 
governing eligibility for admission, types of serv- 
ices provided, and the number of visits made to 
each division of the department. 


Te FREQUENTLY the assumption is made 


The first of the two studies which utilized this 
Public Health Service schedule was conducted in 
connection with a survey of the health facilities 
in 110 counties*® distributed among 19 States. The 
second study covered the remainder of the conti- 
nental United States and included all facilities 
which were believed to conform with the standard 
concept of an organized out-patient department. 


Hospitals under Federal control, school and col- 
lege infirmaries, and institutions which limited 
ambulatory service to their own inmates were not 
approached in the survey of the afore-mentioned 
110 counties, since the facilities of these hospitals 
are not open to the general public. The field can- 


se tesented before the Out-Patient Section, American Hospital 
Association Convention, Atlantic City, September 14, 1937. 

Fe 3) the Darts of Public Health Methods, National Insti- 

. ealth. 

by pte original information blanks were kindly made available 
Hf the American Medical Association to the United States Public 
ealth Service for use. in the National Health Inventory. 

e Five counties included in New York City have been classified 
8a single county area. 
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@ Margaret Lovell Plumley is associated with the United 
States Public Health Service in making a survey of out- 
patient departments and organized hospital care. 





vassers presented a schedule to 613 institutions 
which, according to local information, were pro- 
viding some type of out-patient service. Returns 
from 437 of these hospitals signified that a true 
out-patient department was maintained by the in- 
stitution. These were selected for more detailed 
analysis. Three hospitals failed to reply; the re- 
maining 173 described their facilities as follows: 


No out-patient department 


Service, laboratory, emergency, and/or 
follow-up 12 


Service Same as private office calls.... 
Service limited to industrial employees 


Service included in report of affiliated 
hospitals 


Service too small for analysis—less than 
500 visits 


Hospitals closed 


Information furnished the American Medical 
Association by the 437 hospitals just referred to 
showed considerable variation from the replies 
made to the Public Health Service. To the Asso- 
ciation 383 of these hospitals reported definite 
numbers of patient visits, while 26 others made 
statements which implied that some type of out- 
patient service was carried on; 8 replied that no 
out-patient department was maintained, and 20 
were not listed in the records of the Association. 
Moreover, 87 of the 130 hospitals which reported 
absence of an out-patient department to tne Pub- 
lic Health Service replied affirmatively to one or 
more of the three out-patient department ques- 
tions on the American Medical Association blank. 


A plan different from the one just described 
for the 110 counties was pursued by the Public 
Health Service in extending its study to the re- 
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mainder of the United States. For a project cov- 


ering so wide a scope, it became necessary to’ 


resort to a mail questionnaire and to select hos- 
pitals which, according to prior information, were 
operating organized out-patient departments. No 
arbitrary criteria were set up in establishing the 
mailing list; rather it was developed primarily 
from names of institutions furnished by state 
chairmen of the Out-Patient Committee of the 
American Hospital Association. From their lists 
were deleted all Federal and institutional hospi- 
tals and all school and college infirmaries. Hos- 
pitals under proprietary control and those main- 
tained for industrial employees were also ex- 
cluded, as it was found from the studies in the 
110 counties already referred to that any service 
rendered by them would probably be atypical. 
A small number of hospitals were added to sup- 
plement the lists supplied by the state chairmen. 


Schedules went forward to 961 hospitals. In- 
formation of some type was received from 752, 
or about 80 per cent of the total. In 2 cases the 
post office returned the envelopes with the nota- 
tion “addressee unknown.” The remaining 207 
failed to respond. Two hundred and eighty-one 
hospitals stated definitely that no out-patient de- 
partment was maintained. Seventy-five others 
submitted information clearly denoting that they 
merely opened the facilities of the in-patient sec- 


tion to a restricted number of ambulatory pa- 


tients. The services were not always described, 
but it seems probable that the patients fell into 
one or more of three groups: Persons recently 
discharged from the hospitals but requiring after- 
care, emergency cases, and ambulatory patients 
of private physicians referred to the hospital for 
x-ray or the use of other facilities. Various rea- 
sons prompted the exclusion from the study of 
66 other hospitals. The completed blanks re- 
turned by 330 hospitals indicated the presence of 
a true out-patient department and their data were 
included in the final analysis. 


Again the reports submitted to the Public 
Health Service differed somewhat from informa- 
tion which the same hospitals previously filed 
with the American Medical Association, but the 
discrepancy was not so great as that found in the 
sample previously described. Of the 330 hospitals 
judged by the Service to be operating depart- 
ments, 288 reported actual patient-visits to the 
Association; 37 indicated some service but made 
no entry for visits; 2 stated that no department 
was operated; and the names of 3 were not in the 
Association records. Among the group of 281 
hospitals which stated “no out-patient depart- 
ment” on the Public Health Service schedules, 
83 furnished a record of visits on the Associa- 
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tion blanks; 74 gave the impression that some 
type of ambulatory service was provided; 114 in. 
dicated that there was no out-patient department: 
while no information was available through the 
Association for the remaining 10 hospitals. 


On comparing the characteristics of the 207 
hospitals which failed to reply to the Public 
Health Service’s inquiry with those judged by the 
Service to operate true out-patient departments, 
it was found that the delinquent ones tended to 
be relatively small in size. Proportionately three 
times as many hospitals with less than 50 beds 
each were among the non-reporting group as were 
found among the group operating out-patient de. 
partments. The contrast in location is equally 
striking, since nearly two-thirds of the delinquent 
hospitals were situated in towns with a popula- 
tion of less than 25,000 while less than a fifth of 
those with out-patient departments were so lo- 
cated. The aggregate volume of ambulatory serv- 
ice reported to the American Medical Association 
by these 207 delinquent hospitals was relatively 
small and, therefore, likely to be of an unorgan- 
ized type. 


A final group of 302 hospitals which reported 
nearly two and a half million visits to the Ameri- 
can Medical Association were not included in the 
second section of the Public Health Service study 
since their names were not supplied by the state 
out-patient chairmen. Presumably the chairmen 
had some information to the effect that true out- 
patient departments were not maintained. 


It may be said, in general, ‘that over four-fifths 
of all visits reported to the American Medical 
Association for the types of hospitals included in 
this report were made to those institutions which 
notified the Public Health Service that true organ- 
ized out-patient departments were maintained. 
The assumption may therefore be made that the 
great majority of visits recorded by the remait- 
ing hospitals represented ambulatory services and 
not visits to organized departments. 


Out of the information which has been pre 
sented emerge several facts which are not gel- 
erally recognized. The number of organized out- 
patient departments is smaller than is commonly 
supposed. The term “out-patient visit” often 's 
not construed in such a manner as to include all 
forms of ambulatory care; consequently, because 
of its more restricted usage, the great majority 
of out-patient visits reported by hospitals are 
made to institutions which provide service 
through organized out-patient departments. In 
actual practice, however, most general and special 
hospitals give some service to ambulatory P* 
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tients. The character of such care varies among 
hospitals, and it may be rendered under any one 
of several schemes of organization. It may con- 
sist of first-aid measures for those who apply to 
the hospital in times of accident or emergency, 
or of follow-up treatment for persons recently 
discharged from the hospital. Again, physicians 
of the community may use the laboratory, x-ray, 
or other special facilities of the hospital for their 
private ambulatory patients. Most work of this 
type is carried on as part of the regular hospital 
routine, without separate departmentalization, 
although at some hospitals follow-up clinics for 
discharged patients may be rather highly organ- 
ized. 


The true out-patient department, however, is 
ordinarily regarded as a separate division of the 
hospital. It may be very simple in its organiza- 
tion and appointment with no more than one or 
two clinics for which a few rooms are set apart 
in the basement of the hospital. Here an intern, 
assisted perhaps by a nurse, renders an undiffer- 
entiated type of service to persons who are ad- 
mitted specifically for clinic treatment. On the 
other hand, out-patient departments of many hos- 
pitals are organized along lines which are much 
more elaborate. The department may occupy a 
special wing of the hospital or even a separate 
building. Under such circumstances, the organ- 


ization is more complex; various specialties of 
medical practice are represented in the staff, and 
a number of subprofessional employees assist in 
the care of patients. Between the very simple 
structure and the one expressing a high degree 
of departmentalization, others will be found ‘in 
various positions along the scale. However, it is 
generally the case that any true out-patient de- 
partment will present one characteristic which is 
common to the group: It is an organized facility 
for rendering medical care in clinics to the low- 
income and dependent groups of the population. 
Under different circumstances, the standards of 
eligibility for admission may vary, but funda- 
mentally the traditional out-patient department 
adheres to the purpose just described. 


Obviously, consideration of the ambulatory 
services afforded by hospitals should not be lim- 
ited to the work of organized out-patient depart- 
ments only. While the amount of unorganized 
service rendered by individual hospitals perhaps 
is not great, the aggregate volume of such service 
may attain significant proportions. Further in- 
formation is needed about unorganized ambula- 
tory service. It would be particularly important 
to learn the extent to which such services are 
available to the different economic groups of the 
population and the methods by which they are 
financed. 





How Hospitals Secure the Interest of 
Their Communities 


Parkland Hospital, Dallas, Texas, has organ- 
ized a Hospital Club of 10,000 members, each of 
whom pay $1.00 per annum. The funds secured 
will be used for the purchase of furniture and 
equipment as needed. 


The Kanawha Valley Children’s Hospital, 
Charleston, West Virginia, was built and equipped 
by the baseball fans of Charleston and vicinity. 
The Kanawha Valley Tuberculosis League and 
the Charleston White Cross Workers conceived 
the idea of bringing major league baseball to 


-the mountains of West Virginia, the paid ad- 


missions to the game going to the construction 
and equipment of the hospital. Four major league 
teams played on the same grounds on the same 
day. The Governor of the State presided, and the 
net return for the hospital on that day was $17,- 
000. The hospital will be a monument to the base- 
ball fans of West Virginia who, while enjoying 
the games, had an added pleasure in the knowl- 
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edge that the Hospital for Children on the hill 
above them was built with the proceeds of their 
price of admission to the ball park. 


The Mid-Valley Hospital Association, Dunmore, 
Pennsylvania, is sponsoring a series of ama- 
teur boxing tournaments, one week apart, which 
will be held in the Town Hall, Scranton. The pro- 
ceeds of the sale of tickets will be used to re-equip 
the x-ray laboratory of the hospital. 


The New Negro Hospital at Winston- 
Salem, North Carolina 


The new hospital for Negroes at Winston-Salem 
was made possible by a gift of $200,000 by Wil- 
liam N. Reynolds and his wife, Kate Bitting Rey- 
nolds. In recognition of their generosity the 
Board of Aldermen passed a resolution naming 
the hospital “Kate Bitting Reynolds Memorial 
Hospital.” : 

The contract for the erection and equipment of 
this hospital has been let and construction will 
proceed at a rapid pace. 





Color in the Hospital 


BERTHA W. MEARS, R.N., Kingsport, Tennessee 


EN planning a color scheme for a hos- 
Wiis in general and a room in particular, 
one should take into consideration the 
purpose for which the room is to be used, the 
exposure, the size, the number of windows, the 
height of the ceiling, the type of furniture to be 
used, the color in the adjacent rooms, and the 
washable durability of the color and paint chosen. 


Certain colors are known to reflect more light 
than others, some radiate warmth and cheerful- 
ness, while others are cold and depressing. Of the 
shades suitable for interiors, yellow, buff, gold, 
pink, and peach reflect the highest percentage of 
light, and are considered the warm colors. The 
light greens, grays, blues, and orchids reflect or 
lower percentage of light and are regarded as cool 
colors. 

Psychological Effect of Color 


Those who make a study of the psychological 
effect of color have discovered that to the ma- 
jority of people white has a negative effect on the 
mind while the greens and grays are restful, the 
yellows, orange, and reds stimulating and the 
blues and orchids more likely to have a subduing 
effect. It is not suggested that blues and orchids 
be eliminated entirely from the color scheme, as 
these colors have been used with delightful re- 
sults, but more thought should be given to their 
selection than is usually necessary to give to the 
other colors. 


It is suggested that a restful green be used for 
the side walls in the lobby with light bright fig- 
ured hangings of a complementary or contrasting 
coior for the windows. If one is willing to be a bit 
venturesome, a lobby with a low ceiling, poor illu- 
mination, and with doors shutting it off from the 
corridors, would be warm and cheerful if the side 
walls were painted a Venetian red up to a low 
picture molding and the wall above the molding 
and ceiling a cream. Hangings of a neutral back- 
ground and cream colored furniture with cushions 
covered in figured bright complementary colors 
could be used effectively. Naturally, such a color 
as Venetian red should be used cautiously and 
only when the room itself is greatly in need of 
sunlight. 

Corridors 


If the corridors are long and of average width, 
yellow would give the feeling of light and breadth; 


Presented before the Construction Section, American Hospital 
Association Convention, Atlantic City, September 15, 1937. 
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administrator who has made a special study of beauty in 
the hospital. She is superintendent of the Holston 
Valley Community Hospital, Kingsport, Tennessee, 





should they be wide with high ceilings and plenty 
of light, a soft gray or green would be attractive. 
As the lower wall of the corridor is very likely to 
become marred and soiled more quickly than any 
other part of the building, a three foot dado makes 
a very good stopping point for washing or 
repainting. 


Solaria are usually built with southern expo- 
sure. Under such conditions a gray green makes 
a very restful background. Although several other 
colors are classified in the restful group, for the 
purposes for which a solarium is used a green 
seems to be most universally satisfactory. 


Patients’ Rooms 


In the patients’ rooms when different colored 
furniture is used it is advisable to paint the walls 
a neutral color such as ivory, buff, cream, or putty 
tan. It is preferable to use the same color in each 
room, possibly making the rooms on the north and 
east side of the building a little brighter shade 
than the ones on the south and west sides. When 
furniture of the same color is used throughout, 
such as one of the natural wood finishes, one can 
be more radical in the treatment of the walls, 
keeping in mind, of course, that colors used in the 
corridor and adjacent rooms should harmonize. 
The cool colors would be suitable for the rooms 
with the most sunlight while the warm colors are 
suggested for the rooms having northern or east- 
ern exposure. 

Children’s Ward 

Peach is a particularly pleasing color for the 
children’s ward and nursery as it gives the entire 
room, including the infants, a rosy hue. Stencil- 
ing a row of simple designs such as ducks, chick- 
ens, etc., is easily done and adds a pleasing touch. 

Murals can be colorful and attractive. If the 
budget can be stretched sufficiently to include 
them, they can be used most effectively in the 
waiting rooms, dining rooms, and solaria, particu- 
larly in the children’s solarium. 

Operating Rooms 

In the operating rooms the soft grays and 

greens are still the most suitable colors as they 
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do not reflect a high percentage of light and are 
restful on the eyes. 


For the fluoroscopic and dark rooms violet-red 
is probably most commonly used. However, there 
is a product now being manufactured which is 
claimed to have the same light absorbing quali- 
ties as the violet-red and also the property of 
reflecting the safe amber or red rays of the dark 
room lamp. It is neither paint nor an enamel, but 
when applied is light in color giving a much more 
cheerful and attractive appearance. 


Ceilings 


Ceilings in general should be painted ivory, 
cream, or a much lighter shade of the color used 
on the side walls. Window sills and trim should be 
several shades darker. Raising the picture mold- 
ing will tend to add height to the room while low- 
ering will act conversely. Although painted doors 
have been used effectively, stained veneered doors 


are more desirable from the standpoint of main- — 


tenance and attractiveness. 


Radiators 


Radiators should be painted the same color as 
the wall. According to the United States Bureau 
of Standards a “radiator of five sections painted 
light color paint is as efficient as another of six 
sections painted with metallic paint.” 


Correct Shade Is Most Important 


To say that a room should be yellow, gray, or 
green does not in itself mean a great deal as there 


are innumerable shades of each color and obtain- 
ing the exact shade is most important. This point 
cannot be stressed too strongly. After a tentative 
color scheme has been selected and the coloring 
of the furniture, doors, and flooring has been de- 
cided upon, consult one of the large paint manu- 
facturers which maintain research laboratories 
for the purpose of giving information as to the 
best color, shade, and type of paint to fit the par- 
ticular need. This information is always gladly 
given. Before any purchases are made or any defi- 
nite decision has been reached, it is always well to 
obtain a sample about fifteen inches square of each 
color to be considered, then against each one place 
a small sample of the flooring, doors, drapes, up- 
holstery material and furniture finish to be used 
with that particular color. If all samples blend 
harmoniously, one can be assured that the effect 
will be harmonious and even more pleasing when 
the room is completed and ready for use. 

Again, too much emphasis cannot be placed 
upon the careful choice of colors and the selec- 
tion of proper shades. People react subconsciously 
to well chosen or poorly chosen colors as the case 
may be. An attractive, interesting color scheme 
requires careful thought and planning but the cost 
of the paint is the same whether the walls be 
finished in harmonious, pleasing colors or whether 
they be drab and uninteresting. 

The study of color, its many uses and effects is 
a tremendously fascinating subject and one in 
which an untold amount of research can still be 
made. 
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worker as a medical team consists of a physi- 

cian who is social-service minded, and a medi- 
cal social worker who can comprehend the 
physician’s viewpoint from both the medical and 
social angles, and can interpret the patient’s view- 
point and difficulties to the doctor. Unfortunately, 
many physicians are not social-service minded, 
and minimize the value of cooperation with a 
medical social worker in a given situation. These 
physicians may excel in the practice of “‘mechani- 
cal’ medicine, but do not possess that indefinable 
something which makes them expert in the “art” 
of practice. This may be due in part to the 
mechanizing of medical teaching, with emphasis 
on diagnosis—and much attention to laboratory 
findings—of organic disease, or may be due to a 
change in the type of individuals who now study 
medicine, as compared with those who took up the 
profession many years ago. Specialization has 
tended to draw physicians away from the art of 
general practice, where the doctor is also friend 
and counsellor, and practices social service as part 
of his duty. 


Te ideal combination of physician and social 


I am inclined to think that the emphasis on 
organic disease in our medical curriculum is more 
to blame, since I have found it necessary to “con- 
vert”? many skeptical students to a more tolerant 
attitude toward the practice of “functional” medi- 
cine. In the case of some more resistant indivi- 
duals, the conversion is completed only. after see- 
ing the results of general therapy for functional 
disease. Word has repeatedly come back to me 
that some student has stated: “After all, it 
works,” and of course results are what we are 
after, regardless of the modus operandi. 


In my experience, social workers are more apt 
to be receptive to the functional approach, due 
perhaps to the fact that most of them have en- 


tered social work with an unselfish desire to be - 


of service to humanity rather than for a liveli- 


The Place of Social Worker in the Medical Team‘ 


S. WILLIAM BECKER, M.S., M.D., Chicago 


hood, which is often the case with physicians. In . 
speaking of social workers, I am referring pri- - 


marily to women, since I have had no opportunity 
to work out problems cooperatively with male 
workers. It is my understanding that men in 


which there are very few in medical social work. 


*From the Section of Dermatology of the Department of 
Medicine, University of Chicago 

Presented before the Out-Patient Section, American Hospital 
Association Convention, Atlantic City, September 14, 1937. 
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@ S. William Becker, M. D., of the Department of 
Dermatology of the University of Chicago has made an 
exhaustive study of Medical Social Worker and Staff 
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‘I am also inclined to believe that a woman can 
gain the confidence of a patient and family, and 
gain access to the home for evaluation of home 
conditions more readily than can a man. 


Value of Medical Social Work Extends Beyond 
The Low Social Scale 


Just how high up in the social scale should 
medical social work extend? There is consider- 
able difference of opinion on this point, but I be- 
lieve that it has a legitimate place even in strictly 
private practice clinics. Here it is not, of course, 
a question of finance, but an intelligent social 
worker introduced in the proper way by the 
physician can gain access to the patient’s home, 
interview immediate relatives, and submit a re- 
port that can be of inestimable value to the doctor. 
The value of personal investigation into a patient’s 
home has been emphasized by Minot.’ It is a 
curious but true fact that patients with neuro- 
circulatory instability (those who develop func- 
tional disease) distort statements relative to their 
activity. Their abnormal sense of duty, of family 
responsibility, etc., cause them to belittle their 
daily efforts. For instance, a woman may state 
that she does not work hard, but her husband 
will tell you that she “works herself to death.” 
Inspection of the home by the social worker 
usually reveals one that is spic and span, which 
implies overwork in a city such as Chicago. 


There are patients, both male and female, in the 
upper middle class or even higher, who are social 
misfits, largely due to improper education, espe- 
cially lack of instruction in the art of cooperation. 
An intelligent social worker can guide such a per- 
son back to a normal social life with less difficulty 

and often as efficiently as a psychiatrist. It is, of 
* ‘course, possible to elicit some sort of psychoneu- 


social work strive for administrative positions, of |.£, T@8iS in practically all patients with functional 


: disbase, and any of these patients will exhibit an 
‘* array of complexes, etc:, which will delight the 
* heart of a psychoanalyst. Bond? has stated that 
’ if the physician who first contacts the patient can 


HOSPITALS 














Mite 


By Nay 


ae 





REGULATION 


Regulation of the daily program, especially 
diet and exercise, is beneficial to normal 
bowel movement and in some cases of consti- 
pation serves as sufficient treatment. Others 
require additional aid to facilitate regular 
evacuation .. . When an adjunct to diet and 
exercise is required, as it often is, Petrolagar 
provides a mild but effective treatment. Its 


atcolada" 


Plain 
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miscible properties make it easier to take and 
more effective than plain mineral oil. Further, 
by softening the feces, Petrolagar induces 
large, well formed stools which are easy to 
evacuate. The five types of Petrolagar afford 
a choice of medication adaptable to the indi- 
vidual patient. Petrolagar Laboratories, Inc., 
8134 McCormick Blvd., Chicago, Illinois. 


Peirolagar is a@ mechanical emulsion of pure liquid petrolatum (65% by volume) and agar-agar. Accepted by 
the Council on Pharmacy and Chemistry of the American Medical Association for the treatment of constipation. 


“ Petrolagar 









carry out all necessary measures, including psy- 
chotherapy, results are much better than when 
the patient is referred around to other physi- 
cians, and eventually reach the psychiatrist. A 
medical social worker can be of great assistance 
in the management of the patient by the physician 
whom the patient first visits. It is of course nec- 
essary to refer some patients for psychiatric care. 


Just what should be the duties of a social 
worker in connection with out-patient work? 
Katherine McMahon! gave the duties of a social 
worker as: “We have four functions in relation 
to the physician, discovering and reporting to the 
physician facts concerning the patient’s per- 
sonality or environment which relate to the 
physical condition; overcoming obstacles to suc- 
cessful treatment such as may exist or arise in 
his home or at his work; assisting the physician 
by arranging for supplementary care and quiet; 
educating the patient in regard to his physical 
condition in order that he may cooperate to the 
best advantage to the doctor’s program for the 
care of illness or the promotion of his health.” 


Admitting Officer Should Have Training In 
Medical Social Work 


I believe that an admitting officer who has had 
training in medical social work can better handle 
the problems of the admitting office, which of 
course vary considerably with the policies of the 
institution and the social strata of the clientele. 
If the clinic is a charity clinic, an effort should 
be made to eliminate patients who can afford to 
pay a private physician. If the clinic is a pay 
clinic with a sliding scale of fees, evaluation of 
the patient’s ability to pay is necessary. One of 
the important functions of the admitting officer, 
the proper carrying out of which eliminates pos- 
sible friction with physicians, is routing the 
patient to the proper clinic. While this has been 
done satisfactorily in a large clinic by lay clerks, 
it can be done better by a person trained in medi- 
cal social work. Lena R. Waters‘ has stated: 
“Certainly the admitting officer is in a strategic 
position to make the patient’s first contact with 
the dispensary or hospital an encouraging one or 
the reverse.” 


Attitude Between Physician and Social Worker 


In the clinic itself, the worker’s time should not 
be utilized in purely clerical work or in an excess 
of purely follow-up work, although follow-up at 
times should at least be supervised if not actually 
carried out by the social worker. The time of a 
good social worker is too valuable to be used for 
service that can be performed by less expensive 
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clerks. Social work should include, but siould 
by no means be limited to the public health aspects 
of a problem. 


The attitude between physician and _ social 
worker should be one of cooperative team work, 
and the work of each can be made more valuable 
by a proper appreciation of the other. Some 
physicians view medical social workers as a part 
of that great social movement which they fear will 
result in socialization of medicine, and which most 
medical organizations have been actively combat- 
ting. This introduces an element of resistance 
which interferes with cooperation between the 
two. Then again, some physicians view social 
workers as individuals whose duty is to arrange 
for treatment which the patient cannot afford, 
and do not visualize the benefits other than finan- 
cial which may result from social study. Unfor- 
tunately, patients also view the social worker 
with suspicion, feeling that her entrance into the 
situation implies inability or unwillingness to 
assume the financial responsibility for their medi- 
cal care. Services performed by social workers 
in connection with relief organizations have 
tended to accentuate this feeling. 


It sometimes requires considerable tact on the 
part of the physician to convince a patient that 
medical social work is a necessary and valuable 
part of the service for which he is paying. The 
unsatisfactory arrangement often prevails where- 
by a patient is sent to the social worker without 
a preliminary conference between physician and 
worker, resulting in mechanical sub-standard 
social work. Means® has called attention to the 
difficulties in this arrangement. Satisfactory 
team work requires a preliminary private con- 
sultation between physician and social worker, 
after which the physician introduces the worker 
to the patient, before or after discussing the 
medical problem with him. If this medical dis- 
cussion can take place in the presence of the 
social worker, so much the better. 


The worker and the patient then have a private 
conference, at which the social situation is evalu- 
ated. The social worker is in a position to instill 
courage, raise the patient’s morale, and inculcate 
a belief in the efficacy of the treatment which the 


patient is to receive. In a cooperative social 
worker the physician has a “booster” who can be 
of great assistance, and performs a service which 
the physician naturally cannot undertake himself. 


The value of medical and social work to both 
physician and patient now becomes manifest. She 
can evaluate medical recommendations from the 
more practical aspect of the patient, is familiar 
with community resources in a certain problem, 
and can assist the physician in modifying medical 
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pHYSICIANS... HOSPITAL ADMINISTRATORS... 


- GRADUATE NURSES...DIETITIANS... TECHNICIANS 


M. BURNEICE LARSON, 
DIRECTOR 


What would you give for the job you want? 


Would you give a lot? 


Do the days you live today stack up dry and hum- 
drum? Do you dream of better things? Would 
you give a lot for days that’d give you things to do 
that'd make the minutes race, that’d make you love 
the life you’d liveP 


Would you pay in full for days like those? 


Do you have the priceP. Are you pleasant, able, 
deft, quick-witted, smart? Are you master of your- 
self? Would you master any job you’d own? 


Did you know that things like those are prices 
quoted for the job you wantP Will you pay them, 
lay them down on life’s counter and take the job 
you know you’d love? 


Are you a worker who'd give all you have to those 
who would pay your wageP Are you understand- 
ing, able, smartP Then we’ve a job for you to make 
your minutes race, to thrill you to the day you grow 
to better things. 


Men and institutions come to us constantly hunting 
for you. They need you in great hospitals, in 
schools. in social work, in industries . . . they ask 
for physicians, graduate nurses, technicians, dieti- 
tians, every type of hospital worker . . . they ask 
for you. They ask for spirited, understanding, 
eager, anxious folk who’d take and lick any job 
they’d take. 


Shall we tell them who you are; what you want; 
what you have to give; and how you’d work? 
Dreams can come true. Will you write . . . and 
tell us yours? : 


The MEDICAL BUREAU 


55 E. Washington Street 
The top floor of the tower of the Pittsfield Building 
CHICAGO, ILLINOIS 
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recommendations to meet the presenting practical 
situation, and still keep as near as possible to the 
ideal. 


Developing a Long-range View 


An element that must be recognized in connec- 
tion with the treatment of functional diseases is 
that one must develop a long-range view into the 
future, and not merely concentrate on relieving 
the presenting symptoms. Katherine McMahon? 
has called attention to this “long, long look 
ahead” in dealing with children with cardiac dis- 
ease. When a patient with vitiligo visits our 
clinic, she is usually concerned only with the 
immediate return of pigment in the depigmented 
plaques, but our concern is more with a solution 
of her social and environmental problems to as- 
sure her a high type of future citizenship. The 
same applies to other patients with functional 
diseases, treatment of which is a long term 
problem. 


The most fruitful field for social work is in the 
lower middle class, where a family is living on 
$15 to $20 a week. Vartous social agencies have 
created the machinery to care for the indigent, 
have arrangements for free medical service, take 
the children to camps for the summer, and per- 
form other services. Those who must pay their 
own way have difficulty in getting these services, 
and it requires considerable ingenuity on the part 
of the social worker to obtain them, even though 
they are badly needed but obviously cannot be 
paid for. Adequate social service is absolutely 
essential in dealing with problems of this kind. 


When such individuals need medical care they 
usually visit the part pay dispensaries, where the 
fee is small, such as 25 to 50 cents. If they are 
not satisfied with the surroundings or the medical 
care, they often stretch a point and invest $5 or 
$10 for a visit to a pay clinic. This amount is 
above their possibility to pay more than once or 
twice a year, and they are often unable to pay 
the usual return visit chargés, especially where 
many visits are necessary. Cooperation of the 
medical social worker is necessary in determining 
just what can be done for this class of patient. 


Medical Social Service Valuable to Patients With 
Infectious and Chronic Diseases _ 


In connection with what diseases is medical 
social service of assistance or even invaluable? 
One of the most important problems today, and 
one which has been made more prominent by the 
recent public health drive is that of syphilis. 
From the medical viewpoint, the syphilis problem 
is satisfactorily solved, but the great stumbling 
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block is the difficulty in searching out the five 
millions of people who have the disease without 
knowing it, and making treatment available to 
them and to the five millions who have it and 
are familiar with that fact. In the low pay clinics, 
the medical social worker lets the patient know 
that she is a friend who is working for the 
patient’s welfare, thus gaining his cooperation in 
disclosing sources of infection, contacts, and in 
family examination. Ingraham® has discussed a 
valuable method of obtaining the cooperation of 
patients with early syphilis. The success of many 
syphilis clinics is due in no small degree to the 
humane approach to the problem by the social 
workers. 


In the higher pay clinics some of this service 
can best be given by the physician, aided by one 
of the recent books on syphilis for lay reading, 
such as “Shadow on the Land” by Surgeon Gen- 
eral Parran,’ or Becker’s own book entitled “Ten 
Million Americans Have It.”* The treatment of 
syphilis is prolonged and expensive, and even 
though the patient pays private fees for his initial 
visits, reduction may be necessary for further 
treatment visits. Rehabilitation of those crippled 
by syphilis is another important problem to be 
solved by the social worker. 


Each time I have delivered a series of lectures 
on syphilis to students in medical social service 
or. secial workers, I have been asked: ‘What 
shall I do when I feel that a family examination 
for syphilis is to be made, but the physician hesi- 
tates to carry it out?” This always reminds me 
of the advice of one of my chiefs during my in- 
ternship, who stated: “You are here to get re- 
sults. You may have to coax some patients; you 
may have to flatter some of them; you may have 
to exert a certain amount of pressure on others; 
however, you are here to get the work done.” | 
give the same advice to the enquiring social 
worker. There is always a way if sufficient in- 
genuity is exercised. 


Our second most important chronic infectious 
disease, tuberculosis, also demands the services 
of the medical social worker. The two chief 
problems are examination of the family and ar- 
ranging for sanitarium or similar care for the 
patient. After discharge from the sanitarium, 
follow-up medical care must be arranged. 


Gonorrhea presents social problems somewhat 
similar to those of syphilis, but differing in the 
shorter time that the patient with gonorrhea must 
be observed. Certain complications of gonorrhea, 
such as gonorrheal ophthalmia, arthritis, and 
cardiac disease introduce social problems of great 
importance. 
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Patients with heart disease must be considered 
from the viewpoint of rehabilitation, and intelli- 
gent interpretation of the physician’s instructions 
relative to restriction of activity. The govern- 
ment has established rehabilitation boards in the 
various states, with which the social worker must 
be familiar in order to utilize their services in 
this and other problems involving rehabilitation. 


In the case of diabetes, social service must be 
given to the less intelligent patient, to make sure 
that the food is properly weighed, and that the 
patient can perform a satisfactory urine test in 
the home. 


In the field of organic neurology, there are occa- 
sional problems, such as disposition of hopelessly 
invalided epileptics, mental deficients, etc. 


In psychiatry, the social worker is of assistance 
in obtaining a good history from relatives and 
others, in performing services for the hospitalized 
patient, looking after business, etc., determining 
and correcting environmental difficulties before 
discharge, and performing follow-up work. 


In the field of ophthalmology, the worker must 
be familiar with rehabilitation problems, various 
blind pensions, etc. In the case of deafness, re- 
habilitation must also be considered, with ar- 
rangement for use of hearing aids if they are 
indicated by the physician. 


In the case of patients with hyperthyroidism, 
the medical worker can interpret personality 
changes to the relatives and smooth the patient’s 
social pathway. 


In the field of malignancy, the morale of the 
patient can be elevated, and arrangement can be 
made for terminal care. 


In pediatrics, the three most prominent prob- 
lems are in children with heart disease, crippled 
children, and malnourished children. Familiarity 
with medical facilities of the community, special 
school facilities, etc., is necessary. 


Functional Diseases 


A field of medicine which is now being in- 
tensively studied, and the importance of which is 
being more and more appreciated, is that of func- 
tional diseases. It is being more and more realized 
that social problems constitute predisposing and 
precipitating factors for functional diseases, solu- 
tion of which is often indispensable for adequate 
solution of the medical problems. The medical 
social worker is in an ideal position to determine 
and make suggestions for elimination of these 
factors. 


Traditionally, functional disease has been more 
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or less limited to the neuropsychiatric field. The 
psychiatrist has always striven to correct social 
maladjustments by either eliminating disagreeable 
environmental factors, or teaching the patient to 
assume an altered attitude toward them. Now 
that many organic diseases have been solved, it is 
only natural that more attention should be di- 
rected by the medical profession toward diseases 
in which no organic change can be determined, in 
other words, “functional” diseases. The economic 
depression has precipitated many cases of func- 
tional diseases on the doctor’s doorstep, so that we 
are constantly confronted with more and more 
of these problems. 


In my own field of dermatology, the increase in 
functional diseases has been evident. In our clinic, 
we have been engaged for years in functional 
study®*" of patients with the following cutane- 
ous disorders: neurodermatitis (formerly in- 
cluded under ‘‘eczema’”’), dyshidrosis, functional 
pruritus, generalized and localized (pruritus ani, 
pruritus vulvae and pruritus of the scalp), func- 
tional urticaria and angioneurotic edema, acne 
rosacea, alopecia areata, vitiligo and some less 
common dermatoses. Examination of these 
patients’? with the functional tests used by Peter- 
sen in his studies showed that they all give ab- 
normal reactions, although no organic disease can 
be shown to exist. Stokes and his co-workers**:*" 
have given this problem intensive study, and 
Stokes’® has devised an “office” technic of great 
value in treating these patients. O’Donovan™ and 
Rogerson?® have also studied functional derma- 
toses. 


As a part of our own study, a comprehensive 
social study was undertaken by Misses Hiett and 
Peterson” on fifty patients with neurodermatoses 
and fifty controls. Thirty-six of the fifty patients 
with functional dermatoses were found to have 
definite social changes immediately preceding the 
onset of the disease as follows: 


12—Onset of eruption associated with change 
in the family constellation 
10—Onset associated with the sexual function 
or adjustment to the marital situation 
6—Onset associated with adjustment to work, 
school, or the standards of a new country 
4—Onset related to economic insecurity 
4—Onset associated with physical trauma 
2—Had skin disease since infancy 


Of the fifty controls, only seven associated the 
onset of the disease with change in social status. 
It is thus seen that social factors cannot be ne 
glected in determining precipitating causes of 
functional dermatoses. 


In our various studies on functional skin dis 
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Many men are writing to us regard- 
ing the use of Schick Shavers in 
hospitals. Here is one interesting 
letter from the Rev. Alan Pressley 
Wilson, of Baltimore, formerly 
Chaplain-in-Chief, U.S.W.V. 


"Il am just back from a siege in the hos- 


pital and, while the experience was not 
pleasant, there was a highlight that 
may interest you; t.e., my daily (morn- 
ing) shave with my Schick. 


The first morning I was ‘incarcerated’ 
I rose and shaved as usual really not 
realizing the extent of my illness. 
Later, my chart revealed a temperature 
of 103.2. Yet I experienced no incon- 
venience, nor irritating weakness. 


I was fortunate in being allowed a 
number of visitors in my room and I 
took great pride in having a clean face, 
with no stubbly beard marks. 


While I am still very weak from the 


illness, I have taken pleasure in sending 
you this information. 


Cordially and Sincerely, 
ALAN PRESSLEY WILSON (signed)’- 


This is a common experience. Pa- 
tients, nurses, orderlies and doctors 
are finding the Schick Shaver ideal 
for hospital use. The Schick cannot 
cut or hurt for it has no blades. It 
does not require soap, lather, creams 
nor any facial preparation whatever. 


Ask an authorized dealer 
He will show you how quickly and 
easily you can learn to shave your- 
self or others. 


SCHICK DRY SHAVER, INC., STAMFORD, CONN. Western Distributor: Edises, Inc., San Francisco 
In Canada: Henry Birks & Sons, Ltd., and other leading stores 


SCHICK ® SHAVER 








eases, we have often noted association with func- 
tional diseases in other medical fields. Our efforts 
directed toward correcting the underlying insta- 
bility and exhaustion have frequently resulted in 
relief of symptoms referable thereto, in addition 
to relief from the dermatosis. The various asso- 
ciated diseases have been: functional gastro- 
‘intestinal disturbances, non-allergic asthma and 
rhinitis, migraine type of headache, some forms 
of arthritis, and various types of sexual and psy- 
choneuroses. A similar social research study has 
been made in the gastro-intestinal clinic, and 
valuable assistance has been rendered in efficient 
solution of the problems involved. 


These studies emphasize the value of coopera- 
tive research by physician and social worker, 
which should be an addition to their routine ac- 
tivity in an institution where research is encour- 
aged. 


Summary 


The ideal combination of physician and social 
worker as a medical team consists of a physician 
who is social-service minded and a medical social 
worker who can comprehend the physician’s view- 
point from both the medical and social angles, and 
can interpret the patient’s viewpoint and difficul- 
ties to the doctor. The social worker is of special 
value as an admitting officer, a worker in clinics 
for syphilis, tuberculosis, gonorrhea, cardio- 
vascular disease, diabetes, organic nervous dis- 
ease, mental diseases, blindness and deafness, 
hyperthyroidism, malignancy, and some problems 
of childhood (cardio-vascular disease, malnour- 
ished and crippled children). Research carried 
out by social workers on patients with functional 
diseases of the skin has shown the great impor- 


tance of social changes in precipitation of these 
disorders. A similar research study in the gastro. 
intestinal clinic has been of great assistance. Re. 
search studies of this type emphasize the necessity 
of social service in dealing with patients having 
functional disease, and should be encouraged 
further. 
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The Training of Male Nurses; New York's 
First School 


The first school for the training of male nurses 
in New York City was made possible by a gift of 
Mr. D. O. Mills who, on Christmas Day, 1887, pre- 
sented the Department of Public Charities and 
Correction a sum of money to erect and establish 
a school for the training of male nurses. 


The Commissioners set aside a plot on the 
southeast corner of Bellevue Hospital grounds and 
the building was completed by December, 1888. 
The school was opened for the reception of pupil 
nurses on December 17 of that year, and placed 
under the supervision of the female training 
school. 


The first training school for female nurses in 
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New York was established in 1873 and was known 
as the “New York Training School for Nurses 
Attached to the Bellevue Hospital.” 


A Pipe Repair Handbook 


Engineers, superintendents and maintenance 
men responsible for pipe line maintenance will be 
interested in the new “Pipe Repair Handbook,” 
published by M. B. Skinner Co., South Bend, In- 
diana. It discusses all the various kinds of leaks 
in pipe lines—holes, splits, pitted or corroded set- 
tions; and joints of various kinds, such as thread- 
ed joints, bell and spigot joints, welded joints, 
collars, etc.; and discloses how repairs may be 
made without service interruption. The Han¢- 


book is furnished without cost to men responsible 


for pipe maintenance. 
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All Armour Sutures and Ligatures are Heat 
Sterilized at 320° F. for 90 Minutes 








Visit the Armour Booth 
at the Clinical Congress 


Surgeons attending the Clinical 
Congress of the American Col- 
lege of Surgeons, are cordially 
invited to visit the Armour 
Laboratories while in Chicago. 
We welcome the opportunity to 
show you our equipment and 
processes in the making of 
Armour Sutures and Ligatures, 
and Glanoid Endocrine Products. 
Attendants at the Armour Booth, 
No. 102, Stevens Hotel, will 
gladly arrange a tour of inspec- 
tion for you. 
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TERILITY is the prime requisite of a 

ligature or suture. Heat sterilization 

is the recognized method of assuring 
suture safety. 

Armour Sutures and Ligatures are heat 

sterilized. They are held at a temperature 


of 320°F. for 90 minutes. 


This process is costly. It takes extra 
time. But it insures complete freedom 
from all pathogenic organisms... provides 
the extra margin of safety to which sur- 
geons are entitled, regardless of time or 
expense. 

Upon completion, all Armour Sutures 
and Ligatures are quarantined for 
a 16-day period, prior to distribu- 
tion. During this quarantine, mod- 


ern scientific tests are made to establish 
their sterility. If for any reason the sutures 
do not pass these tests, they are destroyed. 
Armour Sutures and Ligatures have 
other vital qualities, They have a high 
degree of tensile strength and pliability. 
They are microscopically uniform in gauge. 
These qualities, like sterility, are proved 
by painstaking tests and scientific tech- 
niques. You can rely on Armour Sutures 
for the most exacting surgery. Yet they 
cost no more to use, 
Armour Sutures on Non-Traumatic 
Eyeless Needles 
20-day Chromic... 
on One Straight Intestinal Needle . .No.00,0 
on Two Straight Intestinal Needles No. 00,0 


on Curved Intestinal Needle . . . . No. 00,0 
on Half Circle Intestinal Needle . . No. 00,0 


THE ARMOUR LABORATORIES 


ARMOUR AND COMPANY, Union Stock Yards, Chicago 








Legal Decisions of Interest to Hospitals 


OTES upon court decisions which affect hos- 
pitals, or where the hospital was a party 
to the litigation. 


Recent Cases 


Liability of Private Hospital for Negligence 
of Nurse 


Stevenson V. Alta Bates, Inc., (California), 66 
P(2) 1265. 


The plaintiff, Mrs. Stevenson, and her husband 
sued defendant hospital and a nurse. Plaintiff 
took judgment for $5,000.00 which judgment was 
affirmed on this appeal. 


It appeared that the patient had been admitted 
to the hospital to be treated for paralysis follow- 
ing a stroke. While learning to walk, defendant’s 
nurses negligently permitted the patient to fall, 
which resulted in a fracture of her left femur. 


Defendants contended (1) that there was no 
factual basis for the verdict and (2) that the 
verdict was excessive. The facts were that on 
the day of the accident one nurse had left the side 
of the patient to prepare a chair for her. While 
the nurse was thus engaged the plaintiff fell, the 
second nurse being unable to support her. Of 
these facts the court said: ‘‘Under these circum- 
stances, we think it may not be said, as a matter 
of law, that there was no evidence of negligence 
and no basis on which the jury might have in- 
ferred negligence.” As to the verdict being ex- 
cessive the court said: “The defendants do not 
cite any portions of the record showing that the 
amount of the verdict, as modified, was obviously 
so disproportionate to the injury proved as to 
justify the conclusion that the verdict was not 
the result of the cool, dispassionate discretion of 
the jury.” 


Liability of Hospital for Malpractice 
of Staff Members 


Hansch v. Hackett et al., (Washington), 66 
P(2), 1129. 


This was a suit by the husband of a deceased 
patient against Dr. Hackett and the Columbia 
Clinic, Inc. Plaintiff had judgment against the 
clinic only. Upon the appeal this judgment was 
affirmed. 


The deceased had been admitted as an obstet- 
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@ This column is of importance to hospitals and covers 
the legal decisions of Federal, State and other courts in 
cases where the hospital is a party to the litigation. These 
articles should be carefully filed for future reference, 





rical patient and was to have been delivered of 
her child by Dr. Hackett. After being prepared 
for labor she was examined by this doctor. Sub- 
sequently it was necessary for him to attend a 
serious accident case, and he directed a Dr. Clark 
to attend the deceased. Progressive examinations 
were made and Dr. Clark, found the patient ap- 
parently normal in succegsive stages of labor. 
The last examination was Inade about two hours 
before delivery was contemplated. However, the 
patient was a victim of eclampsia contravis and 
shortly began to suffer from convulsions. Dr. 
Clark delivered the child some fifteen minutes 
after the convulsions began. 


Treatment was rendered to reduce the condi- 
tion from which the patient suffered. However, 
she later died. 


The court said: “There was therefore a wide 
open opportunity for the jury to find that Dr. 
Hackett was not negligent, but that (1) the nurse 


‘who received Mrs. Hansch at the hospital was 


negligent in not discovering the symptoms of 
eclampsia contravis . (2) The jury might 
have found that Dr. Clark was negligent in one 
or more of several ways...” (Failure to exam- 
ine the patient earlier, and failure to discover 
symptoms of eclampsia.) 


Since the jury could have found negligence on 
the part of the nurse or Dr. Clark, the judgment 
could be supported against the clinic, because at 
the time in question the nurse and doctor were 
acting within their employment by the clinic. 


Non-Liability of Hospital—Remoteness of 
Cause of Injury 


Hurley v. Nashua Hospital Association, 


(N. H.), 191 Atl. 649. 


Plaintiff and her husband sued the hospital 
upon the allegations that the wife was attended 
by a nurse who had a severe cold; that she con- 
tracted a cold from this nurse which developed 
into pneumonia and empyema. The Supreme 
Court directed a judgment for the defendant 
without having to consider whether defendant, as 
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AST...A SPECIAL SOAP THAT 
SHES BLANKETS BETTER— 


Unique in Form—Texolive Kwiksolv 





Offers Unique Results! 


OW can I launder my blan- 
H kets and keep them soft 
and fluffy? That’s a problem hos- 
pital superintendents face every 
day. Here’s the answer: Launder 
them with Texolive Kwiksolv! 

Made by special formula, with 
coconut oiladded for extra suds- 
ing, Texolive Kwiksolv is per- 
fect for all cold water washing. 
It is pure soap made from low 
titre oils... safe enough for use 
on the very finest woolens. 


No Waste— You Save Money 
Because of its patented “‘quick- 


dissolving” form... tiny, sponge- 
like particles that dissolve in- 
stantly and completely, giving 
thick, rich suds even in cold 
water .. . Texolive Kwiksolv 
eliminates costly waste. It saves 
time, labor and money 

and the initial cost is 

no greater than many 
less-efficient brands. 

This year make your 
blankets last longer by 
washing them with this 
outstanding cold water 
soap! Next time your 
C.P.P. man calls, be 


sure to ask him about Texolive 
Kwiksolv. Or, write direct to 
Colgate-Palmolive-Peet Co., 
105 Hudson Street, Jersey City, 
New Jersey. Either way there’s 
no cost—no obligation. 


TEXOLIVE KWIKSOLV 
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a charitable corporation, would be exempt from 
liability. 


The evidence was that the plaintiff was suffer- 
ing from a cold one day before the nurse attended 
her. Consequently, the court held that there 
could be no causal connection between the act of 
permitting an infected nurse to attend the patient 
and the fact of the patient contracting a cold. 
Therefore, the case against the hospital failed. 


Minnesota 
Recovery by Hospital for Care and Treatment 


St. Barnabas Hospital v. Minneapolis Interna- 
tional Electric Co., 68 Minn. 254. 


This was a suit begun by the hospital to recover 
the worth of care and treatment rendered to an 
employee of the defendant. The Supreme Court 
affirmed a verdict and judgment in favor of the 
hospital. 


It appeared that one of defendant’s employees 
had been injured and that he had been taken to 
plaintiff hospital, the defendant promising to pay 
for his care and treatment. The injured man 
was received as a patient for an indefinite period. 
During a time in which it was impossible to re- 
move the man the defendant notified plaintiff of 
its refusal to assume further responsibility for 
care and treatment. Upon these facts the court 
held that the defendant had no right to so termi- 
nate its liability. The case of the plaintiff was 
sustained by this language of the court: “The 
contention of the plaintiff, and the view of the 
law on which the court submitted the case to the 
jury, was that under the circumstances the agree- 
ment was not one which the defendant had an 
absolute right to terminate at any time merely 
by giving notice; that defendant, having brought 
a seriously injured man to the hospital, and the 
plaintiff having taken him in and accepted him 
as a patient at the request of the defendant, and 
on the faith of its promise to pay, it would remain 
liable, notwithstanding notice to the contrary, un- 
til it removed him, or until he sufficiently recov- 
ered, so that he could haye been dismissed or put 
out of the hospital without great danger to his 
health or life, unless it appeared that he had 
means of his own out of which plaintiff could have 
collected its pay. This was an implied condition, 
upon which the contract could be terminated. It 
is in accord alike with common sense and the dic- 
tates of humanity. The plaintiff, having taken 
in a helpless and severely injured man at the 
defendant’s request, and upon its promise to pay 
for an indefinite time, it would be monstrous if 
the defendant could, the very next day, summarily 
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withdraw its promise, leave the sick man on plain. 
tiff’s hands, and put it to the alternative of either 
keeping and caring for him without pay or else 
cruelly and inhumanly throwing him into the 
street.” 


Liability of Hospital for Injury to an Employee 


Mclnerny V. St. Luke’s Hospital Association of 
Duluth, 122 Minn. 10. 


This suit was brought by a housekeeper in the 
employ of defendant hospital to recover $15,000 
for personal injuries sustained while she was 
operating a. mangle, ironing some window cur. 
tains. A verdict was rendered in favor of the 
plaintiff, and an order was entered denying de. 
fendant’s motion for a judgment notwithstanding 
the verdict. This order was affirmed. 


It appeared that the defendant was a charitable 
hospital and that it was subject to the terms of a 
statute (Sec. 1813, R. L. 1905), which imposed 
upon all persons and corporations owning or oper- 
ating dangerous machinery the duty to cover or 
guard the dangerous parts of such machinery. 
The defendant had neglected to provide a guard 
for the mangles on its ironing apparatus. Thus, 
the question was whether the association was 
liable to an employee for failure to discharge this 
statutory duty. 


In holding the defendant liable the court said: 
“The statutory duty applies equally to all persons, 
or corporations, operating such machinery, is ab- 
solute and nondelegable, and a failure to perform 
the same is evidence of negligence for which re- 
covery may be had. To say that a charitable asso- 
ciation is exempt from the rule finds no basis save 
the dictum of the courts, and results in placing 
such associations above the law.” 


While this decision appears to be a departure 
from the established rule of exemption from lia- 
bility, still it- is founded upon respectable au- 
thority, for some decisions have been made upon 
the distinction that the person seeking recovery 
was not a beneficiary of the charity and that 
therefore, the rule should not apply. In this case, 
the plaintiff was an employee, and was in 00 
sense a beneficiary of the charitable funds placed 
at the disposal of the hospital association. 


Liability of Hospital for Injury to an Employee 


Maki v. St. Luke’s Hospital Association, 122 
Minn. 444. 


Plaintiff brought this action to recover $12,000 
for personal injuries sustained while she was 11 
the employ of the defendant. The plaintiff, before 
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FRIGIDAIRE 


CONTROLLED-COST AIR CONDITIONING 


Helps Doctors and Patients Alike! 








New low-cost, year ’round 

Air Conditioning equipment 

chosen by America’s leading 
hospitals! 


N increasing number of the 
country’s leading hospitals 
are turning to Delco- Frigidaire, 
the Air Conditioning Division of 
General Motors, for their air con- 
ditioning requirements. Doctors, 
Nurses and Patients alike are rap- 
idly realizing that the dependability 
of Frigidaire Controlled-Cost Air 
Conditioning is hard to equal ! 
Every day, this low-cost air con- 
ditioning is offering dependable aid 
in every conceivable type of hos- 
pital work... More major and 
minor operations are being carried 
out during hot summer weather. 
Patient’s energy is conserved. Sur- 
gical shock is lessened. Increased 
physical and mental energy of both 
surgeons and assistants shortens 
the period of operation. 
Apart from its dependability, hos- 
pitals are turning to Frigidaire 
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DELCO-FRIGIDAIRE 


Controlled-Cost Air Conditioning 
because this system supplies every- 
thing from the simple cooling of 
separate rooms to the mostelaborate 
cooling of operating rooms and 
laboratories. And additional equip- 
ment can be added at any time. 

Also, Frigidaire Controlled-Cost 
Air Conditioning is a boon to the 
hospital budget. It not only costs 
less to own, but by presenting all the 
facts in advance—it lets you know 
how to minimize the entire cost. 





The Air Conditioning Division of General Motors 


AUTOMATIC COOLING, HEATING AND CONDITIONING OF AIR 
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Sees eees eases aeananaaanaaaaane: 


Complete line of Hos- 
pital AirConditioning to 
fit every need. For single 
rooms, entire floors, 
or complete buildings. 





What 


Controlled-Cost 


Air Conditioning means 
to Hospitals 


1. A system that gives you the de- 
sired atmospheric conditions — you 
pay on/y for what you need. 


2. Equipment of exactly the right 
size and capacity for you—neither 
too small, which would mean un- 
satisfactory service; nor too large, 
which would be wasteful and costly. 


3. A method of installation that suits 
your hospital— whether old or néw 
—and regardless of its type of con- 
struction — thereby controlling the 
ultimate cost. 


4. More cooling action with less cur- 
rent consumption. Hence a control 
over operating costs. 


5. Dependable, proven equipment 
for low maintenance cost. 


6. A presentation of a// the facts in 
every-day language, so that you will 
know and can therefore control the 
entire cost. 





MAIL THIS COUPON TODAY! 


Delco- Frigidaire Conditioning Division 
General Motors Sales Corporation 
Dayton, Ohio. Dept. HelO 


I want the facts about Controlled-Cost 
Air pe wma Please send me the 
complete story by return mail. 1 am 
obligating myself in no way at all. 





Name 


Address 





City and State 











instituting this suit, had agreed to accept $1,000 
in full settlement of her claim, and that sum had 
been paid to her for 4 written release of all 
claims. However, plaintiff contended that the set- 
tlement and the release had been procured by 
fraud and duress on the part of defendant. Upon 
trial to a jury a verdict was rendered in favor 
of the plaintiff for $750. The court entered an 
order granting plaintiff’s motion for a new trial. 
This order was reversed and it was directed that 
a judgment be entered on the verdict. 


After making the settlement plaintiff consulted 
an attorney who advised her to accept the $1,000, 
which she did. The court said: “This conduct 
clearly amounts to a ratification of the settlement. 
It is well recognized that a party to a contract 
which he may avoid ratifies the same by accept- 
ance of the benefits thereof.” The court further 
said: “When plaintiff received and accepted the 
money, she was fully advised as to the nature of 
the contract she had made. She was told by her 
friends to consult a lawyer to ascertain her rights. 
She did so. She was advised by him to take from 
defendant the fruits of the settlement, and she did 
that. She cannot now claim that she acted in- 
advisedly, for she armed herself with the best pro- 
tection possible in such a case, the advice of an 
attorney. She could not play fast and loose. 
She could not, after full knowledge of all the facts, 
take and appropriate to herself the money paid 
upon this contract and then repudiate it.” 


Evidently the court was satisfied that there was 
some fraud practiced upon the plaintiff, for it 
permitted the verdict of $750 to stand. 


Non-Liability for Failure to Prove Negligence 


Moses V. St. Barnabas Hospital, 130 Minn. 1. 


This was a suit to recover damages in the sum 
of $12,800 for personal injuries alleged to have 
been sustained by reason of defendant’s negli- 
gence. At the close of plaintiff’s case the trial 
court sustained defendant’s motion to dismiss the 
action. The Supreme Court affirmed the judg- 
ment rendered below. 


Plaintiff’s case was based upon her alleged con- 
traction of cystitis as the result of use of an un- 
clean catheter by an attendant. However, no 
evidence was offered in support of the case to 
show that the catheter was unclean, or that it was 
unfit for the use to which it was put. Plaintiff’s 
physician said that his opinion was that the 
cystitis had been caused by the use of a “dirty 
catheter.” Of this the court said: “The opinion 
of the physician, called by plaintiff, . . . is not 
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founded upon any evidence in the case, and was 
the naked conclusion of the witness.” 


Under these circumstances, the finding of the 
court in favor of defendant was the only result 
to be reached. Plaintiff having failed to prove 
negligence on the part of the hospital’s employees, 
it follows that her case could not be maintained, 


Mulliner, Adm’r v. Evangelischer Diakoniessen- 
verein, etc., 144 Minn. 392. 


Plaintiff, administrator of the estate of Law- 
rence Grotte, sued for damages for the death of 
his intestate, caused by the negligence of de- 


’ fendant’s hospital. A verdict and judgment were 


had in the sum of $6,500.00. The judgment was 
affirmed. 


Grotte had been admitted to defendant’s hos- 
pital as a pneumonia patient. He became de- 
lirious, and, during the absence of attendants, 
jumped from the second story window of his room 
and was killed. The hospital attendants had 
known of Grotte’s delirious state for some forty 
hours before his death. The attending nurse left 
the window slightly open and absented herself 
for about five minutes. Upon her return she 
found the window opened wide and the deceased 
lying upon the ground. 


The court held that such facts constituted ample 
evidence of negligence and reasoned in this lan- 
guage, that liability should be imposed even 
though defendant was operating a charitable hos- 
pital: “We do not believe that a policy of irre- 
sponsibility best subserves the beneficent purposes 
for which the hospital is maintained. We do not 
approve the public policy, which would require 
the widow and children of deceased, rather than 
the corporation, to suffer the loss incurred 
through the fault of the corporation’s employees, 
or, in other words, which would compel the per- 
sons damaged to contribute the amount of their 
loss to the purposes of even the most worihy 
corporation. We are of the opinion that public 
policy does not favor exemption from liability.” 


Liability for Infection by Epidemic 


Towne V. St. Luke’s Hospital of St. Paul, 172 
Minn. 408. 


This action was based upon the alleged negli- 
gence of defendant in failing to maintain proper 
quarantine regulations. Plaintiff’s motion for 4 
new trial was denied, and such order of denial 
was affirmed on this appeal. 


The plaintiff was a student nurse in the employ 
of defendant. While she was so employed another 
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here is no test that builds confidence 
more thoroughly than the test of daily 
use. This is the test that has made 
**Pyrex”’ beakers and flasks universally 
preferred — almost universally used. 
Step into any chemical laboratory in 
the land, and you are practically cer- 
tain to find the beakers and flasks 
carry the “Pyrex” trade-mark. 

Because they serve better and last 
longer in daily use, their superiority is 
unquestioned. 

They are better because they are of 
rugged, heat-resisting “Pyrex” Brand 
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««PYREX” is a registered trade-mark and indicates manufacture by 


CORNING GLASS WORKS e CORNING, N.Y. 


bywex LABORATORY GLASSWARE 





































Chemically Resistant Glass. This same 
glass assures you of this same superior- 
ity in every item in the entire line of 
**Pyrex” Brand Laboratory Ware. In 
thousands of laboratories, this glass- 
ware—through superior composition, 
fabrication and scientific annealing— 
gives not only more satisfactory service, 
but the dollars-and-cents economy of 
longer average life. 

Daily use gives daily proof it pays to 
specify “Pyrex” Ware. 










nurse contracted scarlet fever. Those in charge 
of the hospital immediately notified the city and 
placed the patient in isolation. Plaintiff’s room- 
mate was on duty on the isolation floor and came 
into personal contact with the infected nurse. 
Later, the plaintiff contracted scarlet fever. 


The court gave patient consideration to the 
evidence and came to the conclusion that it was 
not of sufficient weight to show negligence on the 
part of the hospital. Further, the evidence failed 
to show any negligence which could be said to 
have been the proximate cause of plaintiff’s ill- 
ness. 


Draayom V. St. Luke’s Hospital of St. Paul, 172 
Minn. 411. 


This case was also begun to recover damages 
for the alleged negligence of the hospital in main- 
taining a quarantine. Here the plaintiff was 
suing as administrator of the person who died 
of scarlet fever. The court held in favor of the 
defendant upon the same reasoning that it had 
announced in the Towne Case. 


Liability of Charitable Organization 
Geiger V. Simpson M. E. Church, 174 Minn. 389. 


Plaintiff recovered a verdict of $3,000 against 
the church in a suit based upon the negligence of 
defendant in maintaining a piano in such a state 
of disrepair as to constitute negligence. In at- 
tempting to move the piano plaintiff had suffered 
a broken Jeg. Thé judgment was affirmed. 


The defendant was a charitable organization 
and sought to escape imposition of liability upon 
that ground. However, the court referred to the 
Mulliner Case and held the defendant liable. Of 
charitable institutions the court said: “Where 
innocent persons suffer through their fault, they 
should not be exempted. . . . It is almost con- 
tradictory to hold that an institution organized 
to dispense charity shall be charitable and extend 
aid to others, but shall not compensate or aid 
those injured by it in carrying on its activities.” 


Non-Liability—Failure of Proof of Negligence 


Johnson V. Mudbaden Sulphur Springs Co., 182 
Minn. 476. 


This was an action to recover damages for in- 
juries suffered by plaintiff when he fell upon 
the premises of defendant. A verdict of $15,000 
was rendered in favor of plaintiff. The trial 
court denied defendant’s motion for judgment 
notwithstanding the verdict. This order was re- 
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versed and the Supreme Court ordered judgment 
to be entered in favor of defendant. 


Plaintiff was admitted to defendant’s baths, as 
a patient, and submitted to treatment for a knee 
stiffened as the result of a fracture. It was the 
practice of the bath attendant to assist plaintiff 
from his tub. On the occasion in question plain- 
tiff tried to get out of his tub without assistance, 
and without giving any warning that he was 
going to get out of the tub. He fell and fractured 
the condyle of the right femur. 


After reviewing the facts the court was of the 
opinion that plaintiff had failed to prove negli- 
gence on the part of defendant or its servants. It 
followed that the trial court committed error in 
refusing to grant defendant’s motion for a judg- 
ment in its favor. 


Liability of Municipal Hospital 


Borwege V. City of Owatonna, 190 Minn. 394. 


Plaintiff recovered a judgment against the city 
for injuries suffered when he was burned by a 
hot water bottle in a hospital operated by the city. 
The judgment and verdict of the trial. court was 
affirmed. 


The question of liability depended upon whether 
the city, in operating the hospital, was exercising 
its proprietary powers, or its purely public, gov- 
ernmental powers. If the latter, then the city 
could not be held liable. 


It appeared that the hospital in question was 
run on a profit basis; that no nonpaying patients 
were admitted, and that county charity patients 
were paid for out of county funds. Clearly, then, 
in the language of the court: “It was a general 
hospital operated for the private advantage and 
convenience of the inhabitants of the city.” 
Therefore, the city appeared to be exercising its 
proprietary powers, and: “When a city engages in 
activities which are of a nature ordinarily en- 
gaged in by private persons and which subject 
private persons to liability for negligence, the city 
is likewise liable for negligence.” 


Coming Meetings 
Hospital Association of West Virginia, Wheel- 
ing, October 7-8. 


Ontario Hospital Association, Toronto, Octo- 
ber 20-22 


Kansas Hospital Association, Newton, Octo- 
ber 30 


Manitoba Hospital Association, Selkirk, June 
23-24, 1938. 
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Safety 
AT THE CROSS-ROADS! 


WHY GRADE SEPARATIONS? The Federal 
Gevernment alone has spent a quarter of 
a billion dollars in one year to prevent the 
5% of motor accidents that occur at grade 
crossings—and this is just a beginning. Yet 
no accident ever occurred at a grade cross- 
ing that was not due to human error. Some 
1300 people who fail to “Stop! Look! 
Listen!” are killed each year; and will only 
be saved, in spite of themselves, at a sched- 
uled cost of more than a billion dollars. 














SAFETY WITH SAFTIFLASKS 


WITH SAFTIFLASKS “‘grade-crossings’’— 
the chances for human error—are prevented 
by delicate, all-embracing tests. 

Of course, skilled hands, masters of in- 
tricate equipment and apparatus, guided by 
minds trained for years in their own par- 
ticular branch of science, are responsible for 
cach exacting step in the preparation of dex- 
trose and other solutions in Saftiflasks. 

But, despite exacting care in production 
—no Saftiflask can reach your hands until 
the lot of which it is a part has been proven 
safe by rigid chemical, bacteriological and 
physiological tests put on by testing experts 
entirely divorced from the production group. 

Then, as a final precaution—to give you 
visible assurance that the solution has not 
been accidentally exposed to contamination 
—every Saftiflask is doubly safety-sealed; 
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by vacuum, and by an easily removed viscous 
seal. 

And what do you pay for this assurance 
that every possible care has been taken to 
make your dextrose solutions safe? Actu- 
ally, on the basis of direct costs alone, these 
ready-to-use solutions in Saftiflasks are less 
costly than those prepared from concen- 
trated ampules. And, when all of the in- 
direct costs are carefully evaluated, they will 
be found to be no more costly than those 
prepared from raw chemicals. 


Saftiflasks are available from strategically 
located distributors throughout the country. 
They are manufactured by The Cutter Lab- 
oratories (U.S. Gov't. License No. 8) of 
Berkeley, California and 111 No. Canal 
Street, Chicago. Member of Hospital Ex- 
hibitors Association. 


40 ANNIVERSARY } 
CETITINND 


40 years of experience 
in production of products 


for intravenous injection 
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Hospitals Day by Day—Some Pointed Paragraphs 


WALTER E. LIST, M.D., Cincinnati, Ohio 


GREAT man is always willing to be little. 
Whilst he sits on the cushion of advan, 
tages, he goes to sleep. When he is pushed, 

tormented, defeated, he has a chance to learn 
something; he has been put on his wits, on his 
manhood; he has gained facts; learns his 
ignorance; is cured of the insanity of conceit; 
has got moderation and real skill. The wise man 
always throws himself on the side of his assail- 
ants.—E'merson. 


%* * % 


The 1934-1935 Study Committee of The Ameri- 
can College of Hospital Administrators, in con- 
ducting “an Analysis of the Duties, Responsibili- 
ties, Relationships, and Obligations of the Hos- 
pital Administrator,” states under the caption, 
“Personal Qualifications of the Administrator”: 


1 He has tact and diplomacy 
He has firmness tempered with consideration 
for the weakness of others 
He is an organizer 
He is a leader in the community 
He has a sense of responsibility 
He is honorable and just 
He is a good judge of human nature 
He is industrious and interested in his work 
He has administrative ability 
10 He is a man of broad education 
11 He is neat and tidy in appearance 
12 He should be an educator 
13 He should have business ability 
14 He should be a good buyer 
15 He should have a mechanical turn of mind 
16 He should have ability to work with others 
17 He should believe in the principles of religion 


This is certainly a big order. Can you fill it? 
* * * 


With a competent qualified superintendent on 
duty, it would seem. that this official should be 
charged with complete responsibility for the ad- 
ministration of the hospital, and that he or she 
should be accorded the prerogatives pertaining to 
that office. The successful operation of a hospital 
will depend upon the wisdom of the policies 
adopted by the controlling board, the quality of 
professional service rendered, and the ability of 
the executive officer to coordinate and harmonize 
efficiently all of the departments of the institu- 
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ing hospital procedures. 





tion. To accomplish these purposes it is essential 
that there be a clear understanding of all of the 
functions and relationships of the superintendent. 


The obligation of the hospital to provide ade- 
quate instruction and training to student nurses 
demands that all supervisors shall be of the high- 
est grade and with post-graduate training. While 
it always is desirable to select graduates of the 
home school when qualified candidates are avail- 
able, there should be no hesitancy in filling key 
positions by other graduates with more extended 
experience whenever the superintendent deems 
such a course necessary. Unless a reasonable 
number of the teaching staff consist of those who 
have a wider training and experience than can 
be obtained at home, the school will become “in- 
growing” and will eventually deteriorate. 


—William H. Walsh, M.D. 
* 1 * 


Superintendents will do well to stand around 
their hospitals occasionally with their hands in 
their pockets and watch the wheels go around. 
Superintendents of the sex who have no pockets 
will have to do something else with their hands, 
but the point is—stand around once in a while 
with nothing particularly on your mind and see 
what the others are doing. 


One superintendent, absorbed in nothing par- 
ticular, was idly watching a girl scrubbing floors. 
It had been the custom in that hospital for a long 
while to keep a jar of soap concentrate in a handy 
place on each floor. The soap concentrate was 
of an expensive brand. Said he to the girl: 
“How many times a day do you change the soap 
water and how much soap do you use?” She 
vaguely decided that it was “quite a number of 
times a day and sometimes she took a cup and 
sometimes she took a couple of cups.” 


Further investigation developed that the “sev- 
eral times a day” averaged out to a little over 
eight changes a day per girl and that the soap 
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ECONO-RIM is durable 
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—extremely hard, highly resistant to breakage, 
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ECONO-RIM makes sterile cleansing easy. The 
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ECONO-RIM never fades 
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fade, scratch or wear off. Ideal for hospital dining 
rooms, too. Its many low cost features, combined 
with its handsome, non-institutional appearance, 
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nurses and orderlies alike. 
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consumption per girl came to almost as much as 
the girl’s wages. 

They don’t do it that way anymore. 

—Will Ross 
% *- * 

Be as careful in the issuance of supplies and 
equipment as in their purchase. Extravagant use 
of supplies is a useless drain on the hospital’s 
bank account.—Dr. Lucius B. Wilson 

a a 

The fact that hospitals are a definite asset to a 
community is seldom questioned ; the fact that the 
average person knows very little of the problems 
of hospitals is universal. 

* * * 

By cooperating with the health officers, visiting 
nurses, social and welfare workers, hospitals can 
aid in furnishing the public with the latest, most 
scientific and progressive knowledge of preventive 
medicine.—Dr. Lewis E. Jarrett 

* * * 

Do you know whether the cooked food is hot 
when it reaches the patient? If not, investigate. 
ca Ske 

A very important factor affecting the morale 
of an institution is the degree of interference 
with the executive by the controlling body, the 
medical advisory board, or any individual mem- 
ber thereof. The successful hospital superin- 
tendent must be somewhat of a benevolent despot 
to properly perform his duties, but he must be 
wise and just to preserve harmony, while still 
maintaining that degree of discipline necessary 
in an institution where life itself is at stake. The 


best hospitals in America today are those in 
which the superintendents are supreme when act- 
ing within the policy defined by their boards. 


% 3 a 


Use of Hospital Journals.—Hospital journals 
passed to the head of each department keep the 
latter in constant touch with current hospital 
literature and provide a valuable source of infor- 
mation easily obtainable. The following is a good 
method to use: ; 


Supt. of Nurses  Ass’t Superintendent 
Dietitian Accountant 
Work Room Supt. Chief Engineer 
Admitting Officer Laundry Foreman 
Housekeeper Foreman, Cleaning Division 
Please initial and return after reading. 
(Superintendent’s Signature) 


A slip similar to the above is attached to the 
cover of-each journal. The head of each depart- 
ment after reading the journal initials it and re- 
turns the journal to the superintendent’s office 
where it is marked returned from one department 
head and given out to another. In this way it is 
known at all times where each journal is. 

% * * 


Reducing noise from telephore bells.—Two 
methods are available. (1) Having bells sawn in 
three places materially reduces the intensity of 
the sound but still leaves sufficient for practical 
purposes. (2) In offices and other such places in 
the hospital, wooden bells may replace the metal 
ones.—Dr. S. R. D. Hewitt. 


The Hospital Guest 


MILLIE E. PLOEGER, R.N., Superintendent 


Evangelical Deaconess Hospital, Freeport, Illinois 


in order that proper consideration is given 

these guests it is desirable to have a host- 
ess. In a small hospital which cannot afford a 
full-time hostess, these duties may be assigned 
as part-time duties to someone on the staff who 
seems particularly qualified. 

No person desires to enter a home without 
being invited, and the pleasure of one’s stay will 
depend on the welcome one receives. I well re- 
member, when as a child, guests were invited to 
our home very frequently, but always before their 
arrival mother would give attention to every cor- 
ner of the guest room and the entire home would 
be in readiness for their arrival. Everything 
must be spotless, the furniture in good condition, 


fin order PATIENTS are our guests, and 
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@ Millie E. Ploeger, R. N., is superintendent of the 
Evangelical Deaconess Hospital, Freeport, Illinois. The 
impressions that the hospital guests receive, and the 
courtesies that are extended on the occasion of visits to 
the institution constitute one of the best means of pub- 
licity that hospitals can employ. Miss Ploeger outlines 
the plan in use in her institution. 





—— 





and arranged.in each room best suited to the 0c 
casion and a table in the guest room placed con- 
veniently with proper reading material. Meals 
would be given special consideration, and if likes 
and dislikes could be learned they would be hon- 
ored. The most convenient hours for retiring 
and rising were observed, and while the guest 
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This modern Dispenser eliminates waste, messy 
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containers with hands. Alcohol does not run 
down arms and other parts of body as occurs in 
usual scooping motion when immersing in pans. 


Investigation will prove the VESTAL ALCOHOL 
DISPENSER an economical time and waste-sav- 
ing method ...a vital aid to positive surgical 
cleanliness. 
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Embodies the same proven principles 
of the Septisol Surgical Dispenser. 


. Non-mechanical—no springs or levers 


to get noisy or out of order. 


Natural and comfortable position when 
spraying arms and hands. 


Complete coverage from the heavy 
needle point ‘shower spray . 


. Continuous spray results from a slight 


pressure of the foot. 


. Extra large, stainless steel catch pan. 


. Easily filled or emptied. Dispensing jar 


1/2 gallon — receiving jar 1 gal. capacity. 


. Positive and dependable in operation: 
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was endeavoring to’get her rest, quietness would 
be enforced. Our guests entered our home and, 
were given a warm welcome. * 


Making the Hospital Guest Welcome : 


It is the responsibility of the board of trustees 
and the hospital management to see that our: in- 
stitutions are inviting, clean, and attractive; that 

, we do not consider only our personal convenience, 
but we take into consideration the desires of our 
prospective guests. Have furniture that is at- 

, tractive, comfortable, and convenient, and drapes 

‘and spreads that will add color and warmth. 


Food will be remembered above everything else. 
An often used phrase is, “They always remem- 
bered my likes and dislikes.” An attractive tray 
is one of the greatest assets we can provide for 
the comfort of our guests. 


Are we considerate of rest periods of our 
guests in that all unnecessary noise is eliminated? 
Do we have door silencers, gliders under chairs, 
noiseless pails and wringers for our cleaning 
women, and is there a muffler on our voices? Do 
we restrict visitors? 


The old-fashioned idea that inner spring mat- 
tresses are not practical in hospitals has been 
overcome by most hospitals and we find hospital 
beds as comfortable as those in the most luxuri- 
ous homes. Will patients remember us by their 
comforts or by their many aches? 


The Role of the Hospital Personnel 


The building and equipment may be ever so 
good, but it cannot give the welcome that can and 
must be given by our personnel. Upon admission 
of our guests, either by admitting office or ambu- 
lance, their first impressions will have a lasting 
effect. They should be greeted by a person who 
can at once instill confidence and who- will make 
the patient feel welcome. Let the guest feel that 
everything for their welfare has been done, and 
everything is ready for them. The admitting in- 
formation can be obtained through a conversa- 
tional method. Financial arrangements should 
be dressed up in such a manner that the guest 
knows they are for his welfare as well as the 
satisfaction of the management. The final results 
so many times depend on the approach to a prob- 
lem. 


After admission routine, arrange proper intro- 
ductions to a pleasant nursing staff. These 
nurses are the hostesses in each department to 
which guests are assigned. A few weeks ago our 
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janitor came to my office to discuss with me some. 
thing regarding a request from the surgical floor. 
His remark was, “The hostess . . .” Having been 
accustomed to calling her supervisor, I asked him 
to repeat and again he referred to “The hostess.” 
The janitor was unconscious of using a vital term, 
It is true she supervises the work and her sub. 
ordinates, but she must be a hostess to her guests, 
Each guest entering our institution likes to be 
given the consideration of a personal call by the 
supervisor, the dietitian, and the superintendent, 
Frequently misunderstandings and unpleasant- 
ness can be avoided if in the very beginning the 
guest is informed that we want them to be happy 
and comfortable while in our institution, that we 
want them to ask for whatever they want. If 
possible their request will be granted, if not, then 
a satisfactory explanation will be given. A hos- 
pital guest knows very little about proper tech- 
nique, but they do know a great deal about cheer- 
ful and willing service. 


Information Cards in the Patients’ Rooms 


Not every guest appreciates the same things, 
but all of us feel more comfortable when we know 
what is expected of us, and so a card placed in 
a guest room with general information is much 
appreciated and has met with very good results. 
Such cards may contain information regarding 
visiting hours, care of valuables, care of flowers, 
quietness, financial arrangements, price of their 
room, and any other information which will help 
remove anxiety. 


A breakfast tray greeting is looked for in the 
Evangelical Deaconess Hospital. Each guest is 
greeted with a message for the day, containing 
a Bible verse plus a thought for the day. Very 
few, regardless of creed or nationality will dis- 
regard these messages, and many have expressed 
appreciation and have even asked for an extra 
supply of same. The Gideons have done a re- 
markable piece of work by placing Bibles in hotel 
rooms, which have given comfort to many a trav- 
eler. Why not do the same in our hospital guest 
rooms? 


The public libraries are very glad to offer their 
services to the hospital guest, and in this mal- 
ner, guests are provided with entertainment and 
are made to feel that their every comfort has 
been considered. 


A cheerful, pleasant atmosphere is a great 
asset toward a quick recovery. A hospital which 
can provide such an atmosphere and send its pa 
tients home well and happy is soon recognized 
as an asset to the community. 
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Feathers for Pillows 





W. P. MORRILL, M.D., Chicago 


themselves with the different grades of 

feathers used in pillows or even looked in- 
side the pillow to see what kind of feathers were 
used to fill it or on looking inside could judge the 
quality of feathers used. America is the only 
place on earth where pillows are customarily 
bought “sight unseen.” In European and Asiatic 
countries the purchaser either buys the feathers 
separately or at least has a representative to in- 
spect the filling of pillows to make sure of the 
type and grade of feathers used. 


fi many buyers have ever familiarized 


Processing 


The market recognizes three species of feathers 
—goose, duck and chicken. As received by the 
dealer, all feathers are virtually as plucked—all 
grades in their natural proportion, more or less 
soiled by the shipment of the fowl, by subsequent 
handling and by the deterioration which has taken 
place during the period from time of plucking and 
to receipt by the dealer. After received by the 
dealer, the feathers are washed, degreased, de- 
odorized, sterilized, and assorted in the different 
sizes. The deodorization is done by taking the 
animal oil out of the feather and thus avoiding 
the off-odors which would develop from oxidation 


of the natural animal oils if they were permitted 


to remain in the feathers. 


After cleaning, the feathers are sorted into 
sizes by an air blast process based on the principle 
that the longer the quills, the heavier the feather. 
This sorting by size is of course only approximate, 
the three inch size for instance having many 
smaller feathers and some down as well as a few 
larger feathers. About all that can be guaranteed 
in any size is that the average will be of about 
the designated grade with usually a somewhat 
larger proportion of undersize than of oversize 
feathers. 


Chicken feathers are distinguished by the 
heavier quill which is devoid of any buoyancy or 
resilience. The construction of this quill is not 
curved, as are goose and duck feather quills, but 
straight. In order to get a soft and more fluffy 
filling material, the chicken feathers are curled 
or crushed and are in this way used as filler for 
cheap pillows. The fibre is often used to adulter- 
ate duck and goose down. Chicken plumage con- 
tains no down but consists of feathers only. 
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When purchasing a pillow, a wise buyer will 
make certain that the pillow contains no chicken 
feathers. A goose feather pillow completely free 
of any chicken feathers is far better than a goose 
down pillow with a percentage of chicken feathers 
therein. The chicken feather is heavy and has 
proven to be impractical when in use for a long 
period of time. 


For hospital use, however, chicken feather pil- 
lows can be used to good advantage if the pillow 
is to be destroyed after a short time—a contagious 
case for instance. A very cheap chicken pillow 
can be purchased at less than the cost of renovat- 
ing a down pillow. 


Goose feathers are recognized as the best filling 
for pillows due to their very light weight, about 
65 per cent of that of chicken feathers, high re- 
siliency due to small flexible quills and the very 
fine character of the fibre. 


The manufacturers grade goose feathers on 
three different points. First, there are three 
grades by color—white, light-gray and gray. The 
second point is the origin which has a great deal 
to do with the quality. A goose which is raised in 
a very dry and warm climate will produce quite 
a different plumage than a goose raised in a cold 
climate. Upon examination, it is easily seen that 
the feathers from the cold districts are of much 
better quality than those coming from the warm 
climate. Then too, a goose raised in a court yard 
will not produce such fine feathers as a goose 
which spends its life on the meadows and in 
water. The third point is the four or five sizes 
in which the feathers are assorted by the manv- 
facturer. These three points combined can de- 
velop dozens of qualities. 


From the above, it is evident that the percent- 
age of down in a mixture is not the only factor 
in determining the quality. For instance, feath- 
ers taken from a goose raised in Wisconsin are 
far superior to those feathers coming from the 
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THE WEST SANITOR provides the modern 
method of dispersing insecticides and deodor- 
ants. It is effective, clean and rapid in its oper- 
ation. It operates exclusively on centrifugal prin- 
ciples. The liquid is broken into small particles 
which rise in a steady stream of cool vapor. 
The materials are vaporized so finely that air cur- 
rents in themselves carry this material into every 
nook and crevice in the walls, floor and ceiling. 
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MODERN INSECT CONTROL 


The WEST SANITOR 


Centrifugal Insecticide Vaporizer 


Odorless VAPOSECTOR FLUID 


A concentrated insecticide for use in the 
WEST SANITOR vaporizer. Odorless 
Vaposector Fluid has a high’killing efficien- 
cy and is economical and highly. effective 
against ROACHES, FLIES, MOSQUI- 
TOES, SPIDERS and many other insects. 
It is effective and quick. Leaves no mess 
behind and is a safe insecticide to use. 


We also make STEAMSHIP VAPOSECTOR 
FLUID which has the same killing power as 
Odorless Vaposector Fluid but is completely non- 
inflammable and especially suited for use in 
hospitals and hotels. 





WEST DISINFECTING COMPANY 
Dept. K—42-16 Barn Street, Long Island City, New York 
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GRADUATE STAFF NURSING 


These and other topics of vital interest to 
hospital administrators as well as to 
nurses are discussed in the 
official magazine 
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3 Reasons Why 


Your Hospital Should Use 
APPLEGATE’S 


_? (Silver Base) Indelible Ink for Marking Linens 


1 INDELIBLE. Will never wash out . 
the full life of the goods. 

2 ECONOMICAL. No waste, no deterioration, 
no remarking. Saves hours of sorting time. 

3 SAFE. Contains no acid or chemical to eat 
ie holes or injure any cloth fabric or corrode die 

Heat Process plates. 

We also make a no-heat ink—XANNO—which will last many washes 

longer than other no-heat inks. 


LOW PRICED MARKERS _,vconoun 


Hospitals find that the full cost of OME OR ALL 
marking linens with the Applegate Sys- osama 
tem is only 3c per dozen. Saves in sort- 
ing time alone, 20 to 60 days of time 
each year in hospitals of 100 to 200 
beds. This saving, the first year, will 
buy a complete Applegate System. 
Foot Power Marker........... $30.00 
Hand Power Marker......... 20.00 

Die Plates Extra 

Speed Unlimited! 


Send for catalog and sample impression 
slip. 


APPLEGATE CHEMICAL CO. 
5630 Harper Ave., Chicago, Ill. 
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southern countries but, on the other hand, are 
also much more expensive. A 50 per cent down 
and 50 per cent goose feather mixture composed 
of an inferior quality is by no means better than 
a 20 per cent down and 80 per cent goose feather 
mixture from the north. 


The same can be said for the duck feathers 
which, in the past have not been in good repute 
for hospital pillows on account of their tendency 
to develop “fishy” odors. The manufacturers now 
claim to have overcome this objection by improved 
methods of de-greasing. With this improvement, 
duck feathers provide a very satisfactory material 
for pillows, rating about 25 per cent below com- 
parable grades of goose feathers in price. 


Some conception of the buyer’s dilemma can be 
gained from the fact that about 4,000 grades of 
down and feathers are possible. 


Relative Costs 


In considering costs, it should be remembered 
that the filling power per pound has a marked in- 
fluence on the finished cost of the pillow since one 
pound of down has approximately the same filling 
power as three pounds of five-inch feathers. Prob- 


— 


ably the ideal filler is the natural proportion of 
feathers and down yielded by the goose or duck— 
15 per cent five inch, 25 per cent three inch, 40 per 
cent two inch and 20 per cent down. With this 
mixture, it would take about 214, pounds to fill a 
pillow. 


Another filler just about as good would be 100 
per cent three inch feathers. The absence of the 
large five inch feathers compensates for the lack 
of down. This pillow would be quite resilient, as 
soft as desired and cool. The down is added in the 
larger quill pillow for softness but of itself has no 
resilience and tends to impede air circulation re- 
sulting in a hotter pillow. 


In purchasing pillows or feathers for pillows 
the buyer should always be certain that the feath- 
ers have been actually washed free of grease, 
and not merely steam cleaned. If steam cleaned 
only, the oils are not removed and as they become 
rancid the pillow will develop off-colors. 


Much the same principle applies to the cleaning 
of pillows which have been in use. Steam cleaning 
is not as effective as washing. Washing can be 
carried out in any washer using a normal washing 
formula, extracting and drying in the dry tumbler. 
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Nines Notes 


W. E. Avery, Jr., of Columbia, South Carolina, 
assumed his new duties on September 1, as busi- 
ness manager and superintendent of the Ware 
County Hospital at Waycross, Georgia. 

<itiebtiids eae 


L. R. Brown, M.D., superintendent of the 
Arkansas State Hospital of Little Rock, Arkan- 
sas, has been named superintendent of the State 
Psycopathic Hospital at Galveston, Texas, to suc- 
ceed Dr. Giles W. Day, who has tendered his 
resignation to take charge of the psychiatry de- 
partment of the Methodist Hospital at Fort 
Worth, Texas. The change was effective Sep- 
tember 15. 

AE aS 

Ernest R. Carney, superintendent of the Park- 
side Hospital, Detroit, Michigan, has been elected 
president of the National Hospital Association. 

Cisne cera 

Hilary J. Connor, M.D., immunologist for the 
Rhode Island State Department of Health for 
the past two years, has assumed the duties of the 
superintendent of the Rhode Island State Sana- 
torium at Wallum Lake. 


128. 


Janet Currie, superintendent of the Clinton 
Memorial Hospital at St. Johns, Michigan, will 
replace Mrs. Vivian M. Bennett as superinten- 
dent of the Bay City General Hospital, Bay City, 
Michigan. Mrs. Bennett resigned recently. 

aan 


Maurice Dubin, M.D., who for several years 
past has been superintendent of Mt. Sinai Hos- 
pital, Chicago, has resigned to accept the posi- 
tion of administrator of the Sydenham Hospital, 
New York City. 

Siicalaemim tes 

Mrs. Jennie Hagstrom, superintendent of the 
Reed City Hospital, Reed City, Michigan, has 
resigned, effective October 1. 

a ee 


Mrs. Lois Hoag has been appointed superin- 
tendent of the McKinley University Hospital, 
Urbana, Illinois. Mrs. Hoag succeeds Mrs. David 
Larrabee who resigned in June. 

jhe tiitind sate 


Henry N. Hooper, business manager of the 
Georgia Warm Springs Foundation, has been ap- 
pointed superintendent of the Cincinnati General 
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SURGEONS never complain of inadequate 
illumination in the operating room equipped 
with a Castle Spotlight. Supplementing your 
present system (until such time as you can 
get a new Major Castle operating unit), the 
Castle Spotlight throws a cool, intense, shad- 
ow-reducing beam of illumination, giving true 
tissue values. Although this spotlight yields 
over 2500 foot candles, there is but 2° F. 
rise noted on the operating field. The Castle 
Spotlight is fully adjustable. The ideal supple- 
ment to any system of operating illumination. 


Write for interesting illustrated booklet 
“EFFORTLESS VISION” 


WILMOT CASTLE COMPANY 


1276 University Ave. Rochester, N. Y. 


CASTLE 


VAGHTS 
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Garments 


MARVIN- 
NEITZEL 


Scrub suits in one-piece and two- 
piece styles. Cool, comfortable, 
easy to get into. A suitable 
cotton fabric for all seasons. 


As you need them, when you need them—you 
can depend on Marvin-Neitzel to satisfy perfectly 
with every type of hospital garment. Famous for 
their quality and long wear. 


Of course doctors 
appreciate the style fea- 
tures and careful tailor- 
ing in suits like these. 
Ask members of your 
own staff who have tried 
these Marvin- Neitzel 
garments. 


Leading hospitals make aspe- We specialize in uni- 
cial point of Marvin-Neitzel forms for maids and 
caps and masks for operating waitresses.Complete 
room use. Shown here are range of conven- 
the popular scrim top capand tional and‘‘different’”’ 
2-ply gauze mask. types available. 





Send today 
for our new 
“HOSPITAL 
CLOTHING 
CATALOG” 





MARVIN.NEITZEL Cae .) 
| Se 2 


ne ‘a gegen 2 








Hospital, Cincinnati, Ohio. Mr. Hooper succeeds 
Dr. Alfred Friedlander, Dean of the Medical Col- 
’ lege of the University of Cincinnati, who has 
been serving as superintendent temporarily since 
the recent death of Dr. H. H. Langdon. Under 
the new set-up Mr. Hooper will serve as business 
administrator of the hospital, while Dr. Fried- 
lander will be chief of staff of the Medical School, 
having general charge of the medical work, teach- 
ing, and nursing in the hospital. 
Sqn ree na 

Sister M. Ignatia has been appointed superin- 
tendent of St. Alexius Hospital at Bismarck, 
North Dakota. 


a 


Mrs. Nettie Lewis recently resigned as super- 
intendent of the Pawhuska Municipal Hospital, 
Pawhuska, Oklahoma, to accept the position of 
superintendent of the Riverside Clinic Hospital, 
Blackwell, Oklahoma. Agnes O’Brien succeeds 


Mrs. Lewis as superintendent of the Pawhuska 
Municipal Hospital. 


an 


E. Atwood Jacobs, administrator of St. Luke’s 
& Children’s Hospital, Philadelphia, has been 
appointed superintendent of the Reading Hos- 
pital, Reading, Pennsylvania. Mr. Jacobs as- 
sumed his new office September 16. 


cineca pinenes 


Jesse W. Knox has resigned as superintendent 
of the Danville and Boyle County Hospital, Dan- 
ville, Kentucky. He plans to move to Florida 
where he will enter business. Mr. Knox’s suc- 
cessor has not been announced. 

rea TN 

Anna Lauman of Harrisburg, Pennsylvania, 
has been appointed superintendent of the new 
city-county hospital at Ironton, Ohio. 

Rs ess 
' A. J. Lomas, M.D., superintendent of the Uni- 
versity of Maryland Hospital, Baltimore, has 
been appointed hospital consultant to the Nemour 
Foundation. This Foundation was made pos- 
sible by a bequest of the late Alfred I. DuPont, 
and is concerned with the care, study, and treat- 
ment of crippled children. 

iiibiiilasiants 

Sister Majella, superior of St. Joseph’s Hos- 
pital, New Hampton, Iowa, has been transferred 
to St. Mary’s Hospital, Watertown, Wisconsin. 
She will be succeeded by Sister Humiliata, who 
has been in charge of the hospital in Watertown. 


Mrs. Rose McClelland, director of the Wapello 
County Welfare service, has been appointed su- 
perintendent of the Sunnyslope Sanatorium at 
Ottumwa, Iowa. Mrs. McClelland succeeds Ella 
Standing who resigned. 
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Ella Owen succeeds Elizabeth Haymaker as 
superintendent of the Robinson Memorial Hos. 
pital, Ravenna, Ohio. Miss Haymaker resigned 
recently. 

RSS RGAINE 

Margaret M. Reilly has been named as the new 
superintendent of the Warren City Hospital, 
Warren, Ohio. Miss Reilly goes to Warren from 


‘the Pinecrest Sanitarium, Beckley, West Vir- 


ginia, where she has been employed since June 1, | 
when she resigned as superintendent of the Ohio 
State University Hospital. 


alco acalll ne tctciees 


R. H. Runde, M.D., for seven years assistant 
superintendent of the Missouri State Sanatorium, 
Mt. Vernon, Missouri, has been elected by the 
state eleemosynary board to head the institution. 
Dr. Runde succeeds Dr. W. J. Bryan, who re- 
signed as superintendent two months ago. 

sic ipsa, 


John Stathakis, M.D., became acting superin- 
tendent of the State Hospital, Little Rock, Arkan- 
sas, on September 1, under the plan started two 
months ago, of rotating the superintendency 
among members of the medical staff. 

-secibiak eccics 


Gertrude Lucy Stumbles, R.N., has recently 
been appointed director of nurses at the Metho- 
dist Hospital, Houston, Texas. Miss Stumbles 
was formerly associated with the Ohio Valley 
General Hospital, Wheeling, West Virginia. 


Pan SSE 


William Thomas, M.D., for the past 10 years 
superintendent of the Rusk State Hospital, Rusk, 
Texas, has accepted an appointment as superin- 
tendent of the Terrell State Hospital, Terrell, 
Texas, succeeding Dr. George F. Powell, who has 
held the position for 38 years. 


ete 


Gladys L. Thron, R.N., formerly of the Luth- 
eran Hospital at Beatrice, Nebraska, has ac- 
cepted the superintendeney of the Victoria Hos- 
pital, Victoria, Texas. . 

ee ae 

Mrs. Elizabeth Woolson, formerly night su- 
perintendent at the Grace Hospital, Dwight, 
Michigan, has been appointed superintendent of 
the Axtell Christian Hospital, Newton, Kansas. 


ees ne 


Naomi Zittrouer, superintendent of the Brooks 
County Hospital, Quitman, Georgia, has accepted 
a position as head of the new hospital at States- 
boro, Georgia. Her successor has not been named. 

Eat y ker oem 

Denver, Colorado—In the will of Mrs. John 

Campbell, wife of former Chief Justice John 
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Adjustable 


Hyperextension Frame 
No. 197—Complete with Head Rest 
Similar to principle of the Goldthwaite 


Irons (3 lengths) but adjustable to in- 
dividual cases. 


Hyperextension may be increased or de- 
creased by a turn of the wheel without 
removing patient from the frame. 


Fracture Book Sent on Request 


DePUY MFG. CO., Warsaw, Indiana 








A Dangerous Source of 
Post-Operative Infections 


HE clogged air discharge line is a common 

defect of modern sterilizers. In gauging the 
sterilizing process by pressure reading* this trouble 
cannot be detected and consequently the supposedly 
sterile dressings are passed on for surgical use. 


Post-operative infections occur sooner or later and 
are traced to the sterilizing room. You, as the sur- 
gical supervisor, are blamed for the trouble. 


You cannot avoid the clogged discharge line, but 
you can prevent the passing on of the dressings as 
safe. Your use of a Diack Control in the heart of 
a large representative bundle in the lower part of 
the sterilizer—the cold spot—will indicate whether 
a sterilizing temperature has or has not been 
achieved. 


Diack Controls are so easy to use—so economical, 
yet so positive in action—you cannot afford to be 
without them. 


“This also applies to automatic recording clocks 


Price—Box of 100, $3.60 postpaid 


A. W. Diack - - - Detroit, Michigan 
5533-49 Woodward Ave. 
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anew PRINTED WAREHOUSE 


FILLED WITH MORE THAN 6000 
HOSPITAL NECESSITIES - 


The new Will Ross catalog is ready. Attractively 
and handily “stored” in the 150 pages of this 
“printed warehouse” is everything for the hos- 
pital but food and drugs . . . more than 6,000 
items, gathered together from the most reliable 
manufacturing sources at home and abroad. 


No single hospital could hope to duplicate the 
cumulative background and findings represent- 
ed by this catalog because no hospital could 
afford to spend the time and money we do in 
searching world markets for supplies and 
equipment especially suited to hospital service. 
Through twenty-three years of “doing-only-this” 
we have applied exacting diligence and me- 
thodical effort to watching and checking prices, 
market conditions and quality standards ... 
standards that must be maintained at all costs. 
Calling this catalog a “printed warehouse” is 
no idle phrase. Its contents, backed by twenty- 
four-hour shipping service, make 

it in truth the equivalent of your 

own warehouse. 


WILL ROSS, Inc. 


WHOLESALE HOSPITAL SUPPLIES: Milwaukee, Wis. 


A 2091-¥% (1037) 
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Campbell of the Colorado Supreme Court, the 
Presbyterian Hospital of Denver is to receive a 
bequest of $45,000 and a $7,000 trust fund for 
paying hospital expenses of indigent persons of 
Globeville. 


Se a 

Peoria, Illinois—The new $400,000 nurses’ 
home at St. Francis Hospital, Peoria, Illinois, 
was dedicated recently. Part of the dedication 
program was held in the auditorium on the sev- 
enth floor of the spacious new building. The 
Most Rev. Joseph H. Schlarman delivered the 


address. 
—_p>—___—_ 


Greenville, Kentucky—Construction of a new 
hospital at Greenville, Kentucky, which will cost 
$40,000 is nearly completed. The Federal gov- 
ernment furnished $25,000 of the funds, the re- 


mainder was raised by private subscription. 
—<——__—. 


Boston, Massachusetts—The $700,000 addition 
to the Grafton State Hospital has been approved. 
A grant to the amount of $311,453 will be fur- 
nished by the PWA. 

basil acca. 

Ann Arbor, Michigan—A grant of $10,000 by 
the Rackham Fund of Detroit, to be renewed an- 
nually, will establish a clinic at University Hos- 
pital, where an intensive study of rheumatism 
will be made to learn its causes, and, if possible, 


devise a cure. 
—— <> 


Cheboygan, Michigan—The construction pro- 
gram for Cheboygan’s long-contemplated Com- 
munity Hospital was started recently when a 
power shovel began excavating for the basement 
and foundations. The hospital fund was begun 
a number of years ago. After a standstill dur- 
ing the depression, plans have been revived. A 
25-bed hospital will be constructed. 

Paes CS 

Flint, Michigan—The board of managers of 
Hurley Hospital has asked the city commission 
to help collect welfare accounts owed the hospital 
by the Flint Public Welfare Board. The Board 
owes the hospital about $30,000. 

Sastalaiarieee ni 

Lambert, Mississippi—Lambert’s first hospital 
has been completed at a cost of $25,000. It is 
expected to serve a wide area including many 
surrounding towns and villages. 

ectdiiaaianices. 

Tupelo, Mississippi— Tupelo’s new $300,000 
Commonwealth hospital will soon be ready for 
occupancy. The hospital will have a normal ca- 
_ pacity of about 50 beds, but can take care of as 
many as 100 patients in an emergency. 

ieihiititilinioles 

St. Louis, Missouri—In the will of Mrs. Avis 
F. Blossom of Clayton, who died recently in 
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Vienna, Austria, the Barnes Hospital and the 
Shriners’ Hospital for Crippled Children were 
left $10,000 each. 
si aa Sr 
Lincoln, Nebraska—Lincoln is to have a new 
$200,000 hospital, to be known as the R. E. Moore 
Memorial, according to the provisions of the will 
of Mrs. Emily J. Moore. She was the widow of 
the late financier who gave the funds for estab- 
lishing the Lincoln General Hospital. 
Rancee eam : 
Somerville, New Jersey—A gift of $12,000 for 
new x-ray equipment has been received by the 
Somerville Hospital. The new apparatus will re- 
place equipment which has been in use 12 years. 
tera eee 
New York City—The foundation for the new 
six-story building for St. Clare’s Hospital has 
been started. Upon completion of the structure 
the present building, which adjoins, will be al- 
tered. The hospital is conducted by the Third 
Order of the Sisters of St. Francis. 


comeseaneaeiiaanitia 


New York City—The cornerstone of the new 
Welfare Hospital for Chronic Diseases, on Wel- 
fare Island, will be laid October 5. This will be 
the largest hospital in the world devoted exclu- 
sively to the scientific care of chronic diseases, 
and the only municipal hospital specializing in 
this type of work which enjoys affiliation with 
three important medical colleges, viz., Columbia 
University College of Physicians and Surgeons, 
Cornell University Medical College, and New 
York University College of Medicine. 

eae j 

Glens Falls, New York—A contract involving 
the erection of a new wing to the Glens Falls 
Hospital and remodeling of the present structure 
has been awarded to the New York firm of Hege- 
man-Harris Company, Inc. The work will start 
at once. Construction of the new fireproof, brick 
wing and remodeling will involve a cost of 
$500,000, and will provide the institution with 
much needed bed facilities. 


Gustab A. Kienle, DB. D. 


The hospital world lost one of its loyal leaders 
when, on September 4, Dr. G. A. Kienle was 
called to his eternal reward. He had served as 
superintendent of the Evangelical Hospital of 
Chicago for the past thirteen years and made for 
himself a host of friends in hospital circles. 


For many years he never failed to attend the 
meetings of the American Hospital Association 
and on the floor of the exhibit rooms and in the 
conference chambers he was a man who com- 
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manded the respect and esteem of all with whom 
he came in contact. 

Dr. Kienle was born in Germany on May 23, 
1867, and came to America in the days of his 
early youth; at the age of 21, his: theological 
training completed, he entered the service of the 
Church. Having held pastorates in Missouri, 
Indiana, Pennsylvania, and Ohio, his last field 
of labor in the Church was at Mansfield, Ohio, 
where he spent 19 years of a fruitful ministry. 

In that city he not only served his Church but 
he also distinguished himself by his interest in 
all community projects for the betterment of 
human life and the alleviation of suffering. 
One of the outstanding accomplishments of his 
public service was the promotion of the building 
of a 150-bed general hospital in Mansfield. 

Dr. Kienle began his career as a hospital ad- 
ministrator in 1902 when he was appointed su- 
perintendent of the Deaconess Hospital in Indian- 
apolis. He came to Chicago in 1924 and became 
superintendent of the Evangelical Hospital where 
his loyal service was recognized by the Directors 
of the hospital and by the people of the com- 


munity. Four years ago his health began to fail- 


but he remained at his post of duty until a few 
hours before he suffered a heart attack which 
brought to a close his useful service in the hos- 
pital world. 


Dr. Kienle was an organizer, a builder, and an 
exceptionally good administrator. During the 
twelve years he was superintendent of the Dea- 
coness Hospital he liquidated an indebtedness of 
$150,000, completely rehabilitated the plant, and 
built an addition costing $250,000. Dr. Kienle 
has been an active member of the American Hos- 
pital Association since 1917. 


All plans had been made for his attendance at 
this year’s hospital convention when death inter- 
vened and changed the plans. His contribution 
to the hospital world will long be remembered by 
all who knew him. 


an 


Dr. A. B. Alexander Passes On 


Dr. A. B. Alexander, who is credited with de- 
veloping the King George and the King Edward 
Municipal Hospitals from two small frame build- 
ings twenty-five years ago to the present $1,500,- 
000 plant, and rating high among the hospitals 
on the continent, died at the Winnipeg General 
Hospital on September 3 after an illness of four 
months. 


Dr. Alexander was for many years the medical 
superintendent of the Municipal Hositals, Win- 
nipeg, Canada. 








e of interest also 
time. Visit with us. 


Our service to users of anesthetic gases, and gas equipment, is Nation-wide. 


MOON 


IMPORTANT NOTICE 


We announce the opening of our two 
new service points: 


3904 Lincoln Building, 
(Opposite Grand Central Station) 


NEW YORK CITY, N. Y. 


3120 Market Street, 
(Conveniently placed for real service) 
PHILADELPHIA, PA. 


kkkkk 


These new locations are in response 
to numerous requests upon the part of 
our "PURITAN MAID” friends, and give 
us now, with Boston and Baltimore, a 
complete Atlantic Seaboard service 


” from four important shipping points. 


our friends and customers from other sections, who come East from time to 


Our products are fully 


guaranteed, and this guarantee is backed by one of the oldest, largest, and financially-strongest Companies 


in this line of business. We invite your patronage. 


PURITAN COMPRESSED GAS CORPORATION 


CYCLOPROPANE — 


ETHYLENE — NITROUS OXID — 


OXYGEN 


CARBON DIOXID — MIXTURES OF. CARBON DIOXID AND OXYGEN 


Manufacturers and Distributors of leading makes of Anesthetic Gas Machines, Oxygen Therapy Tents, 


‘_—___ 


Nasal Catheter Outfits, Bedside Inhalation Units, Resuscitators and Inhalators, Wilson Soda Lime, etc. 





BALTIMORE 
CHICAGO 


eee 


CAMBRIDGE 
ST. LOUIS 


CINCINNATI 
DETROIT 


NEW YORK 
ST. PAUL 


PHILADELPHIA 
KANSAS CITY 
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CLASSIFIED ADVERTISEMENT — 


RATES: Eight cents a word. The minimum advertisement is 25 words at a cost of $2.00, including address or key 
* number of 5 words. All answers to keyed advertisements will be forwarded. Classified advertising copy 
must be received at the office of HOSPITALS, 18 E. Division St., Chicago, Illinois, by the fifteenth of the month preceding issue. 


Commercial announcements accepted at the same rate. Remittance must accompany classified advertisements. 








CONSULTANTS 





POSITIONS OPEN 





CHARLES S. PITCHER, F.A.C.H.A. 
Hospital and Institutional Consultant 
1521 Spruce Street, Philadelphia, Pennsylvania 





POSITIONS WANTED 





AMERICAN HOSPITAL BUREAU (Agency) 
C. M. Powell, R. N., Owner and Director 


1825 Empire State Building 
New York City 


WE HAVE REGISTERED several exceptionally well quali- 
fied executives, with splendid credentials, who wish to 
make a change. May we submit some of these for your 
more significant positions. 





THE MEDICAL BUREAU 
M. Burneice Larson, Director 
Top Floor, Pittsfield Building 

Chicago, Illinois 


DIRECTOR OF NURSES—B. S., M. A. degrees, taught in 
public schools before entering training; graduate train- 
ing in hospital administration and teaching; four years’ 
instructing experience; two years, assistant director of 
nurses, university hospital; seven years, director of 
nurses, school averaging hundred students; recommended 
as exceptionally well-qualified person, painstaking in de- 
tails concerning the student and her opportunities; am- 
bitious, quiet, reserved, well-poised, highly intellectual. 
No. 168, Medical Bureau, Pittsfield Building, Chicago. 


PATHOLOGIST—A. B., M. A., M. D., leading schools; three 
years’ graduate training in pathology; five years, director 
of laboratories, large eastern hospital. No. 164, Medical 
Bureau, Pittsfield Building, Chicago. 


ADMINISTRATOR—Graduate nurse, B. S., M. A. degrees; 
several years’ experience as instructor of nurses; four 
years, director of nurses. large eastern hospital where 
school advanced and quickly attained recognition as one 
of best in its state; four years, director of professional 
activities; large hospital, which included duties of assist- 
ant administrator; recommended as remarkable woman 
possessing rare personal charm, well-qualified to ad- 
ministrate fairly large institution. No. 165, Medical 
Bureau, Pittsfield Building, Chicago. 


ADMINISTRATOR—Lay B. A. degree, state university 
(major in accounting); six years, chief accountant and 
office manager, hospital group having combined bed ca- 
pacity of nearly 1,000; four years, assistant to adminis- 
trator, large teaching hospital. No. 166, Medical Bureau, 
Pittsfield Building, Chicago. 





FARMS AND GARDENS 





A SENSATIONAL BARGAIN IN BULBS! To increase the 
number of our customers by 25,000. we will send you 
FREE a nice collection of 365 Spring and Summer flow- 
ering bulbs: Hyacinths, tulips, narcissi, crocus, iris. ane- 
mones, etc., all varieties separately packed and named. 
Send us for postage, packing, etc., a one dollar treasury 
note by registered letter, and mention your name and full 
address in block letters. Six collections together with 
six addresses only 5 dollars. Please do not send coins or 
stamps, and mention the name of this paper. Dispatch 
carriage paid all over the world without increase in price. 
Frank Van Borsselen, Bulb Grower, Heemstede, Holland, 
Europe. 





NURSE PLACEMENT SERVICE 
Adda Eldredge, R.N., Executive Director 
Room 513, 8, South Michigan Avenue 
Chicago, Illinois 


“EVERYWHERE” 


ASSISTANT DIRECTOR—210-bed hospital in East required. 

ASSISTANT OPERATING ROOM SUPERVISOR — 165-bed 
hospital in Eastern city—degree, teaching ability and 
experience required—opportunity for advancement. 

ASSISTANT PRACTICAL INSTRUCTOR—325-bed hospital 
in Florida. 

ASSISTANT SUPERINTENDENT — 125-bed hospital in 
Southeast—some college or degree required. Must have 
executive ability. 

EXCELLENT OPPORTUNITIES FOR GENERAL DUTY 
NURSES—Any service—any locality. 

NIGHT SUPERVISOR—150-bed hospital in Middlewest— 
qualified in obstetrics and emergency surgery. 

OBSTETRICAL HEAD NURSE—69-bed hospital in East— 
post graduate work and experience required. 

OBSTETRICAL SUPERVISOR—303-bed hospital in Middle- 
west—Roman Catholic preferred. 

PEDIATRIC SUPERVISOR—100-bed Eastern hospital—well 
qualified with post graduate course and college work in 
supervision. 

PRACTICAL INSTRUCTOR—University hospital in Middle- 
west—to assist educational director. 

PRACTICAL INSTRUCTOR—250-bed hospital in East. 

PSYCHIATRIC HEAD NURSE — University hospital in 
Southwest—also several general duty openings. 

SCIENCE INSTRUCTOR—205-bed Eastern hospital; Roman 
Catholic preferred. 

STAFF NURSE—Visiting nurse organization in Western 
state; V. N. A. experience required. 

SUPERVISOR—Contagious unit; large, well-known, South- 
ern hospital. : 

SURGICAL AND MEDICAL FLOOR SUPERVISOR—40-bed 
hospital in Midwest; executive and teaching ability and 
experience required. 

X-RAY TECHNICIAN—488-bed hospital in West; good 
training required; opportunity for advancement. 





INTERSTATE PHYSICIANS & HOSPITAL BUREAU 
Mary E. Surbray, R.N., Director 
332 Bulkley Building 
Cleveland, Ohio 


SUPERINTENDENT OF NURSES: 100-bed Pennsylvania 
hospital. Experience as assistant acceptable. Salary 
$135. 


INSTRUCTORS—SCIENCE AND PRACTICAL: Hospitals in 
eastern, mid-western and southern states. College degree 
or credits. Salary $110-$140, maintenance. 

SUPERVISING NURSES: Excellent connections, eastern, 
western and southern states. Salaries $90-$100-$110, 
maintenance. 

GENERAL DUTY AND SUTURE NURSES: Graduate reg- 
istered nurses for general hospitals and_ tuberculosis 
sanitariums. All locations. Salaries $70-$75-$80, main- 
tenance. 

OPERATING ROOM SUPERVISOR: With post-graduate in 
surgery and experience. 350-bed eastern hospital with a 
school. (a) 150-bed Ohio hospital. 

ANAESTHETIST: With experience. 225-bed eastern Penn- 
sylvania hospital. (a) 175-bed Ohio hospital. Salar) 


DIETITIAN: 225-bed mid-western hospital. Desirable con- 
nection and salary. (a) 100-bed eastern hospital. Salary 
depending upon experience. 

RECORD LIBRARIAN: With experience to organize depart- 
ment and assume charge. 200-bed hospital, New Ens- 
land states. Salary $125. 
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